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This environmental scan was prepared at the request of the Office of the Assistant Secretary for
Planning and Evaluation (ASPE) as background information to assist the PiRmicised Payment
Model Technical Advisory Committee (PTAC) in preparinggenies oftheme-based discussiaon

issues related to the development of larger populatimsed modelsvith accountability for quality and
total cost of careTCOQ The discussion wiikxamine key issues related to definitions, options for model
design,identifying best practices, measuring and evaluating performance, and developing payment
methodologies for populatiobasedTCOQnodelsin the broadercontext of Alternative Payment

Models (APMs) and Physici&ocused Payment Models (PFPM&)e environnental scan is based on
information that waspubliclyavailable relating to this topic in the literature as of the time that the
analysis was completed.

I This analysis was prepared under contract #HHSP23320181B088P23337014T between the Department of Health and
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University of Chicago. The opinions and views expressed in this analysis are tthesawihors. They do not reflect the views

of the Department of Health and Human Services, the contractor, or any other funding organizations. This analysis was
completed onMarch 1,2022.
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Section I. Introduction and Purpose

Under the bipartisan Medicare Access dn&K A f RNBy Q& | St f (CKIPReduihdrXdtiohOS t NP 3
Act (MACRA) of 2015, Congress significantly changed Medicdi@r feervice (FFS) physician payment

methods. The law also specifically encouraged the development of Alternative Payment Models (APMs)
known as physiciafocused payment mods (PFPMs) and created the Physidtamtcused Payment

Model Technical Advisory Committee (PTAC) to review stakehsidenitted PFPM proposals and

make comments and recommendations on them to the Secretary of Health and Human Services (HHS;
GGKS { SONBUGI NBE O

Since its inception, PTAC has received 35 proposals for PFPMs from a diverse set of physician payment
stakeholders, including professional associations, health systems, academic groups, public health

agencies, and individual providérBTAC evaluateti¢ PFPM proposals based on the extent to which

GKS& YSSUi GKS {SONBUOIFINEQA wmn NBIdzZ I 62NE ONRGSNAL
414.1465> Ay Of dzZRAYy3 a/ 2aid IyR vdzZa ftAGeéd O06KAOK Aa | faz
definition of this criterion as established in regulation, PTAC evaluates proposals on the extent to which
GKSe IINB aFyGAOALN GSR (2 AYLINRGS KSIfdiK O NB |jdz f
while decreasing cost, or both improve héalt O NB ljdzZt f Ad&* FyR RSONBI&asS 02a

Within this contextseveral previousubmitters have discussethe use ofTCOQneasures in their

payment methodology and performanceportingaspart oftheir proposal submissi@? PTAGas

assessed the proposedaisf TCOC measures as a basipaymentincentives suclkasshared savings

and penaltiesn proposed models that targetpecific patient populations and episodes of cdrbe

Committee has also provided comments and recommendations regarding the strengthgeaknesses

2F GKS dzasS 2F ¢/ h/ Ay (GKS LI e&YSyid YSGK2R2t23ASa 2
Secretary?

Thepurpose of thinvironmental scais to providemembers of PTAC with background information

and context about current perspectives on issues related to the development of populsised TCOC
models, and the role that populatiebased TCOC models can play in optimizing health care delivery and
valuebasedtransformation in the context of APMs and PFPMs specifiddily information in this
environmental scan is expected to help PTAC members review TCOC comjopenesals

previously submitted to the Committee. In addition, the environmental sarinform the

I 2YYAGGSSQa NB JA Sandfiduie comdzéntzds recdiienittEobiséy éndy submit

to the Secretary relating ttCOC and populatiedmasedTCOGnodels

Thisenvironmentalscansummarizes and analyzeslevantA y ¥ 2 N | (i A 2 yevid\aBpioposals! / Q&
from previous submittersin addition,the environmental scasynthesizsfindings fromrelevant

literature; selectedCenter for Medicarand Medicaidlnnovation(CMMI) modelsand otherCenters for
Medicare & Medicaid Servic€€MS and State models, demonstratioyand programsThescanadopts

the Health Care Payment Learning & Action Netwb&k - I b &&@gorization of payment models
anddistinguislesamongmodels that create provider incentives aimedaaidressingfCOGQor a wide

population with diverseharacteristics; models thécuson patientswith specificcharacteristics (e.g.,

i The 35 proposals submitted to PTAC represent an unduplicateut ¢ioeL, proposals with multiple submissions
are counted only once) of the number of proposals that have been voted and deliberated on by the Committee
(28) and the number of proposals that have been withdrawn by stakeholders (7, including one propbgaith
withdrawn prior to any review by the Committee).



diagnosesr for care during specifiepisodes ofime; and advanced pmary care model$ Section Il
provideskey highlights of the findings from the environmental scaection lidescribes the research
guestions and methods used in the environmental s@ibsequent sections explotgackground and
definitions ofpopulation-basedTCOC models and related terms (Sectionrélgyantfeatures of
existing programs anskelectedCMMI models (Section fglevant featuresn selectedoreviously
submitted PTAC proposals (Section Mlgvantperformance and outcommeasures useah reporting
and evaluatior(Section VIl)indings from research related fgopulationbasedmodels and programs
that seek to reducd COC (Section Vibbgrriers andchallenges related tdeveloping andmplementing
populationbasedTCOC modelSection 1X)andopportunities for improving and optimizing efforts to
develop and implement populatiehased TCOC models (SectionAiditionally, a list of exhibits and
list of abbreviations can be found at the beginning of the environmental scaowinly the table of
contents.

Section Il. Key Highlights

The following section highlights important findings from this environmental st@scribing issues
related to the development of populatichased TCOC modefsthe context ofAPMs and PFPMs

Defintions and Context of PopulatioBased TCOC Models

There is consensus that the development of populatiased payment with provider accountability for
TCOC is a promising approach for delivering higher quality and moreféedive careHowever, while
many experts reference the development of populatibased TCOC models that can transform health
care delivery and payment, there is not a widely accepted definition of the characteristics of these
models or recognition of a single approach to achievingéh&ms.

Increased Emphasis on Developing Models with Accountability for Quality and.Jbst Center for
Medicare and Medicaid Innovation (CMMI) has set the goal of having every Medicde-farvice
(FFS) beneficiary with Parts A and B in a careigakdtip with accountability for quality and TCOC by
20302 Additional piorities identified byCMMIinclude increasing provider capacity to participate in
these models; increasng coordination between providers that are responsible for accountable care
relationships and specialty providers that are accountable for deliveringdughepisodic and/or
complex careimproving patient experiencthrough more persorcentered, integrated care; improving
guality andoutcomes better aligning provider and beriefary incentives to increase use of higglue
services; improving affordability; increasing access to accountable -bakesl care for underserved
beneficiaries; and increasing the level alignment across payers onlvaseel care initiatives

DefiningTCOCPTAC is using the following working definition of how TCOC should be defined in the
context of populatiordbased TCOC models.

Total Cost of Care is a composite measure of the cost of all covered medical services delivered to
an individual ogroup. In the context of Medicare alternative payment models, TCOC typically
includes Medicare Part A and Part B expendit{negzresenting Medicare Part A and Part B
expenditures onlyland is calculated on a peeneficiary basis for a specified time ipel

Thisdefinition will likely evolve as the Committee collects additional information from stakeholéers.
example, here may be an interest in including additional services in future populiased TCOC

models to supporpatient-centered careaddressing social determinants of health, andentivizing
additional efficienciesThe following are examples of additional services that could be included in these
models: seHadministered drugs / biologics, behavioral healtbng Term Servicesand Sipports (LTSS)
Home & Community Based Services (HCB1) screening and referrals to address social needs.



Defining PopulatioaBased TCOC Modelrameworks such as the one developed by the Health Care
Payment Learning & Action Network (HCA&N,seeExhibitl below) provide one approacfor
distinguishing between populatiebased TCOC models and other forms of health care payrmbat.
HCPLAN Framewrk is aligned with the goal of moving payments away fromfeeservice FFS
(Category 1and into populatioAbased payment (Category 4).

Under the HCRAN framework, Category 4 includes models tieativepopulationbased payments

that reflect the TCOC for comprehensive care for an entire populatien a long period of time (e.g., a

full year) for a broad population (e.g., all Medicare beneficiaries in a state) or a population with specific
conditions. For Category 4 models, acatable entities outside of Medicare bear financial risk for care
delivered through global budgets or capitated payments where accountable ertdiesthe potential

for monetary losses or gains

Category 3 of the HAIEAN framework includes episodbased nodels with payment approaches that
incorporate financial risk and are associated with specific interventions. Under these models, TCOC may
be defined within a relatively short periadf time (e.g., 30 days, 60 days, etwhen a patient is
receivingspecifc clinical services (e.g., following a hospital stay or the period when a patient is
undergoing a surgical intervention).

PTAC is using the following working definition of populatased TCOC model.

A populationbased TCOC model refers to a populabiased APM in which participating entities
assume accountability for quality and TCOC and receive payments for all covered health care
costs for a broadly defined population with varying health care needs during the course of a year
(365 days).

Thisdefinition will likely evolve as the Committee collects additional information from stakeholders.

Identifying the Potential Structure andCharacteristics of Future PopulatieBased TCOC Models
Thereis not a widely accepted definition of the characterisb€future populationrbased TCOC models
with accountability for quality and TCOC that can suppoogress toward broaddnealth system
transformation However, there are some characteristiggerethere appears tobe generalconsensus
for inclusion infuture populationbased TCOModels including:

1 Facilitatngaccountable relationships for quality and TCOC

1 Encouraing care coordination and integration of specialty care with primary care, particularly
for beneficiaries with complex needs

1 Improving patient experience and outcomgs

Facilitate identification of and sharing of best practices

9 Usngperformance metrics, inading patientcentered metrics, to incentivize quality
improvements

1 Improvingequity; and

1 Aligning provider and beneficiary incentives

=

Examples of areas wheréditional discussion iseededregarding defining the characteristics of future
populationbased TCOC modeiglude:
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9 Definition of TCOC and which services are inclwdédregard to accountability for TCOC
(includingwhich definition is best for the patieht

9 Identification of types of accountable entities and types of clinicians and gtbapare

appropriate for participation in these models

Duration of accountability period (e.g., 30 vs. 60 vs. 90 vs. 365;days)

Options for desired care delivery mogel

Variations in structure of payment models

How to do patient attribution, benchmarking and risk adjustment

How to incentivize participation and facilitate transitiand.,not all providers are prepared to

have 365day accountability for TCOC with tvealed risk)

1 Encouragement aiulti-payer alignment on model design componerasd

1 How to address overlap between models (nesting, canvs, etc.)

= =4 =4 4 =4

Relevant Features in Selected CMMI Models and Other CMS Programs

The evolution of various CMMI Models and other CMS programs includesgie of approaches that
can provide relevant information for developing future populatisaised TCOC modekor this
environmental scarseveralmodelsand programdalling under Category 3 and 4 of the HIGWN
frameworkhave been identifiedishavingelementsthat arerelevantfor the development of
populationbased TCOModels These models have been organized into the following categories:
populationbased models,gisodebased or conditiorspecific modelsand avanced primary care
models

The seleted models and programsary across multiple dimensionéncluding how beneficiaries are
enrolledor aligned coveredservices coveredhe use of benchmarks and risk adjustment to pay
accountable entitiesthe amount of financial rislgrovider network,and theapproachesisedto

incentivize care coordination and quality improveme®tme of these differencesuch as level of

financial risk or approach to quality, may have larger implications for provider participation and patient
outcomes.Other differences relating to payment methodology may have larger implications for
incentivizing improvements in care management and care coordination that can result in improvements
in outcomes and reductions in cost.

Use of populationbased approachks in Medicaid Section 1115 waiver progran@everal state

Medicaid programs have used Section 1115 waivers to implement alternate payment approaches that
are designed toreduce TCA2 NJ SEI YL S5 Ay aAyySazidl sz 2@SNI yn
enrollees are in managed care, and the state recently introduced the Integrated Health Partnerships
(IHP) program to support care coordination and introduce risk into provider payment. The program
stems from a State Innovation Model (SIM) award from CAdigitionally, given the integrated nature

of Medicaid ACOs or other managed care arrangements common to APMs, several models support
efforts to address healthelated social needs either by providing-site social and behavioral health
services or by connectingatients to communitybased partners.

Multi -payer participation in relevant payment model§Some experts believihat payer participation in
multi-payer models can increase engagement in lased payment modelsimplify administrative
and financial @nning for provider organizations, and result in broader systemwide impacts.
Incorporating multipayer participation in APMs affects model design and implementakiomever,
multi-payer populatiordbased TCOC models may be more difficult to implement dwkftering rules

11
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governing commercial plans versus Medicare and Mediéaidmples of mulpayer TCOC models
include: the Maryland AlPayer Model, the Pennsylvania Rural Health Model (PARHM), and the Vermont
All-Payer Model

Participants in the Marylandll-Payer Model and Pennsylvania Rural Health Model (PARKHM of
which govern hospital payments and incorporate global budgets for hospital operattomnge noted

the need for transparency when developing a new model policy, determinipgydir ratesand
distributing accountabilitylf multiple payers participate in models with global budgets, program
administrators need a resource such as afpaiter claims database to provide a common source of
patient-level cost data for the relevant populatione$tarch shows that providers participating in multi
payer models can benefit from funding to invest in customized data analytic platforms. In addition to
investments in comprehensive data sources and analytic platforms,-pay@r models should involve
anindependent governing body with payer and provider representation.

Relevant Features in Selected PTAC Proposals

Between 2016 and 2020, PTAC received 35 distinct proposals, including 34 proposals that received any
review by the Committee. The Committee deliberated and voted on 28 of these proposals in public

meetings.

CKS {SONBOGINE 2F 11 {aBaitlrat2yRSRTAuUMLtABY DHNRGBRA
PTAC uses to evaluate submitted proposals. The goal of this criterion is to ensure that each proposed
Y2RSt gAff GAYLNROS KSIFfGK OFNB ljdz-fAdGe G y2 FRR
dSONBFaAy3a 02aix 2N 62GK AYLINRGS KSIfGiK OIF NB |jdz f A
O2yGSEGSE te¢!/ KIFIa FaaSaaSR LINBQOA2dza adzoYAGGSNEQ dz
targeted specific patient populations and episodes of care

Nearly all of the 35 proposals that have been submitted to PTAC between 2016 and 2020 address the

LINP L2 ASR Y2RStQa LRGSYUGAFfT AYLI OG 2y O2aitaz G2 az
submitters have discussed the use of TCOC measures ip#tygirent methodology and performance

reporting as part of their proposal submissidiatso referred to as PTAC proposals with TCOC

components)"

ThePTAC proposals with TCOC componeridelswere primarily condition or episodespecific. One
of these poposals had an advanced primary care fo¢heee of these proposals had a population
specific focusand sixof these proposals had an episetlased focusNone of these PTAC proposed
models were intendedo servea broadpopulation such as thoséhat would becovered under ACOs

Theten PTAC proposals with TCOC components varied by clinical focus and setting ldbweaneer, all
ten of these proposalsought to reduce health care cosommon cost reduction objectives in these
proposals includeddecreasing hospitalizations and ED vislititing costs associated with a particular
episode of care (defined by diagnosis, prognosis, or procedued)aoiding unnecessary services and
medications

PTAC members noted several issues for consideratiorecetatuse of TCOC incentives in the proposals
they reviewed. Notably, PTAC membemdicatedd K G ' y& 3IASSY LINBOGARSNRA |

O
)¢

i These proposals were identified using T@@€ed keyword searches of key documents related to the
/I 2YYAGGSSQa LINRPLRAlIE NBGASE LINRPOSaaod
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TCOC should reflect their specific role in driving health care costs. PTAC members ndfetbthat
properly cesigned and implemented, the use DEOC incentives, coydtentiallylead toa reduction in
services that would improve patieftenteredness of care.

Relevant Performance and Outcome Measukgsed in Reporting and Evaluation

While there are some promising findings with respect to process measures, overall, cost and quality
outcomes for beneficiaries served byrrent populationbased TCOC models are similar to those served
under FF& particularly after accounting for the cost of model implementation. However, some
populationbased TCOC models have been shown to increase access to specific services. For example,
the Maryland TCOC model has resulted in improved access to care outside of bneumsssncreased
follow-up after hospital discharge, and increased access to behavioral health services.

Relevant Performance and Outcome Measures used in Reporting and Evaluation

The relevant literature highlights the importance of evaluating all aspects of health care costs to
completely understand the impacts of interventions related to TCOC. The literature also emphasizes the
importance of including related measures for utilipat quality of care, oubf-pocket costs, and patient
experience Additionally, one study indicated th#tat when conducting evaluations, performance

metrics should incorporate more sophisticated risk adjustment, segment populations by health status
andillness burden, be actionable and transparent, and come from a readily available source

Measuring TCOC S f G Kt  NIYSNBEQ ¢2GFt /2ad 2F /FNB FyR wSa
is one of the only published, established populatmsed measures AFCOC that has been reviewed

YR SYR2NASR o6& GKS blGA2ylf vdzZfAGe C2NHzY 6bvCyu®
different measures, a Total Cost Index (TCI) and a Resource Use Index (RUI), to support multiple levels of
analysis. Using both tooledether, users can compare cost, resource, and utilization metrics by

condition cohort, procedure, and patient.

Differences in measures being use@ne study indicated that there was some differentiation in

measures among modetswith older VBP programsdiorically utilizing quality performance measures,
while newer programs like ACOs and bundled payments incorporated both cost and quality measures in
their physician incentive and payment determination methodologies. Documented measures varied, but
typicdly included clinical process and intermediate outcomes measures, patient safety measures,
utilization measures, and patient experience measures.

Experts have expressed concern with existing performance measures for VBPs, noting that many of the
measuredised only address a small fraction of care delivered by providers and encouraged providers to
focus improvement efforts on things that are measured, rather than overall improvement. Many of
these experthaverecommenakd shifting the focus of measurement performance areas that are

lagging or creating a broader and more comprehensive set of measures, to best encourage broad
improvements and understand the overall impact of program

Impact of different aggregation methodOne study noted thadlifferent methods forweighting and
groupingACCQquality measures could have significant impacts on overall model scores, potentially
impacting shared savings payments

Performance measures used in mufiayer models Several current CMMI models are mypgayer
models ad incorporate partnerships with other payers and states to help advance health. Among these
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models, performance measures can differ between Medicare implementation and private payer
implementation.

With the goal of producing a replicable strategy forueihg TCOC in multiple regions, the Network for
wSIA2ylLt | SFHfGKOFINS LYLNRGSYSY(d oOobl wLO LlzfAaKSR
Total Cost of Care Using MditiF @ SNJ 51 G aStGazxé R20dzYSyidAy3a GKSANI ¢2
pilot used the HealthPartners TCOC tool to measure the outcomes of the project.

Findings from Research Related to PopulatiBased TCOC Models

There have been some promising results regarding the impact of populasised TCOC models on
various metrics.

Increasing Financial Accountabilitp I NI @ LISNF2NXI yOS NBadzZ 6a FNRY /[ af{!
Program Pathways to Success final rule sughestACOs with greater financial accountability (e.g.,

more accurate financial benchmarks, downside risk) are more likely to deliver better coordinated and
STFAOASYlGd OIFINB T2NJ aSRAOFINB LI GASyliad ¢KSenS '/ ha
Wdzf @ M3 Hamep dzy RSN 6KS LINBINIYQa tliKglea (2 {dz00
accuracy of financial benchmarks and provide incentives to take on downside risk.

Reducing Avoidable Health Care Utilizatidivaluations of populatichased TCOC approaches have
yielded promising findings on the impact on avoidable health care utilizalidB@C approaches are

more likely to target beneficiaries with the potential for reducing expenditures and utilizafiom.

example, Medicare FFS benefigga who metAccountable Health CommunitieaHIG modeleligibility

criteria had higher total expenditures, inpatient admissions, ED visits, and unplanned readmissions than
beneficiaries that did not meet the criteria. Early findings from the AHC modehbedsome decreases

in ED use, with beneficiaries in the intervention group having nine percent fewer ED visits than their
control group counterparts.

Improving quality of careThere have been mixed results on the impact of populabased payment

modek on quality ofcare. Anmdp SO fdz2 GA2Yy 2F GKS O2YYSNODALFE LI Iy
populationbased payments for primary care found that the populatimased payments and TCOC

incentives were associated with small improvements in qualigaoé in the first year of

implementation (i.e., 2.3 percentage point increase in the-sisihdardized probability of meeting

quality measures). RRAGA 2y ff&% Rd2NAYy3I GKS FANRG GKNBS &SI NZ
(CPC+) modslightly increaed the percentage of beneficiaries with diabetes who received the

recommended services and the percentage of female beneficiaries who received breast cancer

screening. However, CPC+ practices did not score significantly better thaDR@# practices on

measures of care continuity, fragmentation, and comprehensiveness

Improving coordination of careEffective care coordination, especially for higyst patients, provides
an opportunity to improve care while reducing costs. However, few large rigorodestoave
evaluated the coseffectiveness of care coordination, and those that do present mixed results. For
example, a randomized trial on the effect of ho#ibased nurse care coordination on Medicare patients
found significant net cost savings. Howewaraluations of selected CMMI models found minimal
Medicare net savings after accounting for shared savings and additional payments.

Improving patient health and experience of car&here is limited evidence of the impact of population
based TCOC approacla®l their effect on patient health and experience with care. Evaluations of

14



selected CMMI models have shown no improvement in health outcomes and beneficiaries served by
CPC+ an@®ncology Care ModeDCM) practices did not rate the quality of their cargperience

differently from comparison groupsiowever, during their third performance year, CPC+ practices did
report timelier followup after hospital stays for Track 2 relative to comparison beneficiaries.
Additionally, me 2017 studwsingMedicareConsumer Assessment of Healthcare Providers and Systems
(MCAHPS) measures and claims data to assess patient experience found that MA plans outperformed
FFS plans on most patient experience measures.

Improving equity Recent studies show that incidencespatient depression, dementia, limitations in
activities of daily living, functional status, and residing in areas of mental health care shortage or high
unemployment are associated with substantially higher TCOC, after risk adjustment. Thalsoare
signficant racial and ethnic disparities in behavioral and mental health care outcomes and the incidence
of mental health conditions like depression

However there are limited specific illustrations of how populatibased TCOC models affect health
equity beyond increasing access to services that are traditionally underutilized by underserved
populations.Additionally,providers with specific designations such as fedesgliglified health centers
(FQHCSs) and rural health centers (RHCs) already operate wstdrased payment rules that are
different than other providers. Some experts, including those convened by the Institute of Medicine
(IOM), also note difficulty in defining safety net providers, as current designations may not sufficiently
identify provides that disproportionately treat underserved populations. To address this issue, some
populationbased TCOC models have used different definitions of the provider safety net.

Reducing cost of carand return on investment Effective populatiorbased TCO@&pproaches present

an opportunity to improve care while reducing costs, especially for-bigl patients, presents an
opportunity to improve care while reducing costs. In 2019, ACOs in MSSP that adopted downside risk or
responsibility for additional costunder their model outperformed the ACOs that did not, with net per
beneficiary savings of $152 per beneficiary as opposed to $10 per beneficiary.

Physiciarled ACOs in MSSP were also more likely to generate savings, with rates of 70 to 85 percent
compared to 66 to 78 percent for hospitigld ACOs and 63 percent to 85 percent or integrated ACOs.
ACOs that participated in twsided risk models and th&ook on greater risk levels were also more

likely to generate savings.

Whilethere have been promising reductions in costs for some types of(saph as the impact of the

use of primary medical home principles on payments for inpatient care and eneyrgkepartment

visits) many CMMI models have generated minimal net Medicare savings, after accounting for shared
savings and additional paymengsdditionally, there is little evidenca Medicaidthat models like Pay

for Performance (P4P) models actuaiguce costs of care

Barriers and ChallengeRelated to Implementing Populatioased TCOC Models

There are many design and implementation challenggatedto implementingpopulationbased TCOC
models effectively.

Providerlevel challengesA recent study found that great@rovider participation in APMs was
associated with being in the Northeast, being affiliated with a broader medical group or health care
system and achieving greater clinical and structural integratimaddition to the eganizational and
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structural factors, there are other factors that influence provider participation, including requirements
related to mandatory versus voluntary participation in models.

Previous studies have shown that ACOs tend to be developed inwitbasigher income levels. This
phenomenon has also been consistent across other CMS payment models like CPC+. Althdligth one
of primary care physician®CPpswork in ACOs, participation is lower in places with vulnerable
populations. Additional incdives may be necessary to encourage health systems and practices
operating in rural areas and areas with higher poverty rates to participate in APMs.

There are challenges related to identifying and defining safety net providers is challenging in tmé curre

health care system. However, some of the existing populatiased TCOC models have incorporated

newer metrics for identifying providers serving underserved areas. For example, the Maryland TCOC

model uses théatient Adversity Index. This indeas be@ developedoy the MarylandHealth Service

Cost Review Commissidis a combination of three factars) Medicaid status; 2ace; and 3) Area

Deprivation Index I YdzZf GARAYSyaAazylf AYRSE 2F || NBIA2Yy Q& &2
Centers fo Disease Control [CDC])

Providers also experience challenges associated with varying financial incebagpge growth in
populationbasedTCOC models aridcreasedocus on valuebased models, physician paymegiten
continues to be driven by volurdgased incentivesGiven the ceexistence opopulationbasedTCOC
models with traditional FFS arrangements, it is difficult for physicians to strike a balance between the
incentives associated with theswo payment methodologies

Additionally,participaton in primary care models and populatiased TCOC models involves greater
financial risk for physicians. Asking health systems and providers to start withided risk models
might reduce incentives for smaller health systems, health systems thdtdrpapulation with complex
and unpredictable health care costs, or individual physician practices that seek to limit their risk
exposure. There are several strategies for facilitating the transition from upside tsitled risk
arrangements and limitinthe exposure to financial risk for physicians in primary care models.

Patientlevel barriers The role of health insurance and lack of price transparency within the U.S. health
care system are two factors that contribute to patients not knowing the actual cost of their health care.
Another key patierdevel barrier lies in the nature of the patiephysician relationship.

Additionally, higkcost or highneed patients could benefit from participation in a valo@sed model

that seeks to reduce TCOC through innovations such as care coordination. Ongusjgested that

ACOs or other populatiehasedmodels are better vehicles for adjusting resources and delivering more
equitable care. These models have levers to increase payments for underserved groups, thus
incentivizing providers to care for underserved groups.

Systemlevel barriers One challengeelated to reducing the TCOC relates to how TCOC is calculated.
Currently, there are a variety of approaches for calculating TCOC in the context of Medicare APMs, as
well as in other contextd=or example,n some cases, pharmaceutical costs are excluded f

calculations, and in other cases, the patient-of{pocket costs are excluded. Without a uniform

approach to determining TCOC, it is challenging to measure the effectiveness of popbésexhTCOC
models.Another barrier to reducing TCOC relatesatiack of transparency related to data on the cost of
health care.

16



Opportunities for Improving and Optimizing Efforts to Develop and Implement Population
Based TCOC Models

Promising care delivery arrangementSeveral innovative care delivery systemsd amodels have

shown some impact on reducing TCOC. Specifically, innovations that use health information technology
(HIT), community health workers (CHWS), behavioral health, and patienéred medical homes:or
example, Health Care Innovation Awardeleattincorporated HIT, CHWSs, or both achieved over $150

per beneficiary per quarter reductions in TCOC, and TCOC reductions for award organizations with
primary care medical homes (PCMHSs), behavioral health programs, or both were closer to $100 per
beneficary per quarter.

Promising payment arrangement®espite the lack of consistent research findings, the literature
suggests that APMs show promise in improving specific performance metrics when they create
incentives for TCOC reductions. Different formsalfiebased payment, including shared savings and
risk, reference pricing, capitation, and bundled payments, combined with incentives for quality and
efficiency, can be appropriately adjusted to different market conditions and organizational settings.

Consderations related to nesting of episodbased models within populatiorbased modelsThere are

options for facilitating coordination between populatidrased TCOC models and epistdsed

models.For examplen a scenario where the APMs overlap withinrkeds but not provider
2NBFYATIFGA2y&as aSRAOFINB O2dzZ R ftAy]l GKS .t/ L ! RILY
target price amount, with the ACO. There may be a rationale for holding MSSP providers accountable for

care that its beneficiaries@®dzNJ G KNB dzZ3K 2 G KSNJ dzy NSf I § SR LINR OA RSNA
on global, longitudinal care management). In addition, measures could be adopted to avoid double

counting savings.

Mandatory versusvoluntary participation Provider participation iost APMs including population

based TCOC modeis,voluntary Although statute allows HHS to implement mandatory APMs under

Medicare, mandatory models may pose challenges to provider engagement. A recent study suggested

thatvof dzy G NB LI NOAOALI GA2y A& fA1Ste& G2 3 NYSNJ adzld
are better prepared to perform under valtmased payments. The authors also suggested that voluntary

versus mandatory models may be more appropriate undient clinicalscenarios.

Potential opportunities for multipayer alignment Potential options for improving mulpayer

alignment in populatiorbased TCOC models and assisting payers with shifting financial risk for patient
care to nonpayer accountald entities includemulti-layered accountability structurer established
governance with multiple payer participation and representatieveraging statespecific modelso

build upon existing valubased models and stalevel delivery system reform tmtives, and tailor the
Y2RSEt RSaA3y (2 §KS :érfroviiSgieahnicatabsistinks eddumBaty § 0 6 2 NJ
commercial, MA, and Medicaid provider payment reforms meet the standard for Medicaid APMs and
therefore quality for bonus payment ieatives
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Section Ill. Research Approach

Section Il provides a brief review of the research questions and methods that were used in developing
this environmental scan.

[IlLA. Research Questions

Working closely with staff from the Office of thesistant Secretary for Planning and Evaluation (ASPE),
with input from a subset of Committee members known as a Preliminary Comments Development Team
(PCDTY,the following highlevel list of research questions was developed to inform this environmental
scan:

1 Whatis TCOC? Hawitdefinedin the context of populatiofbased TCOC mode@lsVhat does it
include?

1 What are the characteristics of populatidmased TCO models? How do these models fit within
the context of existing APM frameworks, and how do they compare with existing models and
programs?

1 What are trends related to implementing models that might be considered relevant for
developing populatiofbased TCO models (care delivery innovations, etc.)?

1 How did previously submitted PTAC proposals incorporate TCOC measures and other
components relevant for the development of populatibased TCOC models?

1 What performance and outcomes measures are used in evaluafimodels that might be
considered relevant for the development of populatibased TCOC models?

1 Whatis current evidence on effectivenasfsmodels that might be considered relevant for the
development of populatiofbased TCOC models

1 Whatis current gidence on promising approaches for reducing cost and improving quality as it
relates to physician participation in future populatibased TCOC models?

1 What challenges and opportunities exist related to developing populdiased TCOC models?

[11.B. Resarch Methods

The environmental scapresents background information from a targetitérature review reviews of

PTAC documents, ameview ofresources related to CMMI models. Téien of thetargeted internet
searchwas toidentify and to synthesize infmation from existing peeireviewedpublicationsand gray
literature from organizatioafocused on health care delivery transformatidrne following terms were

used to conduct this targeted internet searchii 2 (i | § O#&D2 a2 7 & G2 NBNBedA 2
costofcar@ E Y R & Yy Sdithesé téhrhs/ara used with more specific search terms for each
section.The inclusion criteria focused the search on publications from health care agencies and research
organizations between 2@ and the present,ri the English language, and based in the United States.

The analysis of PTAC proposals included a thorough review of past proposals, PTAC reports to the
Secretary, and content available in other PTAC process documents (e.g., public meeting minutes,
Prelimnary Review Team [PRT] reports). The analysis of CMMI wBd/1zased o review of publicly
available resources, including the descriptaomd technical documents related &ach selected model

v A Preliminary Comments Development Team (PCDT) compriskeefRTAC membersawrence R. Kosinski,
MD, MBA Joshua M. Liao, MD, MSandSoujanya R. Pulluru, Mi)so provided feedback relating to the research
approach used in this environmental scan.
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on the CMMI website and the most recent CMMI evaluation refmr the mode| when available.
WhereCMMlIevaluation repors were not available on the CMMI website, an online internet search was
conducted to locatether relevant evaluations including those that may have been initiated by the

participants themselveFor CMMI modelthat involvedr &G S aSRAOIFIAR | 3Syodesx
was reviewedo identify anyadditional information on the model.

Section 1V. BackgrounddefiningPopulation-BasedTCOModelsand Related
Terms

There is consensus that the development of populatiased payment with provider accountability for
TCOC is a promising approach for delivering higher quality and moreféadive careThe Center for
Medicare and Medicaid Innovation (CMMI) has setdbeal of having every Medicare féer-service
(FFS) beneficiary with Parts A and B in a care relationship with accountability for quality and TCOC by
20308 Additional priorities identified by CMMI include increasing provider capacity to participate in
these models;ricreasng coordination between providers that are responsible for accountable care
relationships and specialty providers that are accountable for deliveringdughepisodic and/or
complex careimproving patient experience through more gencentered, integrated care; improving
guality and outcomes; better aligning provider and beneficiary incentives to increase use-whhigh
services; improving affordability; increasing access to accountable -bakexl care for underserved
beneficiaies; and increasing the level alignment across payers on¥elsed care initiatives.

However, while many experts reference the development of populatiased TCOC models that can
transform health care delivery and payment, there is not a widely aecegefinition of TCOC and the
characteristics of populatichased TCOC models. There is also a lack of consensus regarding a single
approach to achieving these airhs.

IV.A. Definitions of TCOC

There is n@omprehensive definition of TC@@@&t encompasses alPMs within Medicare or across
payers In the literature,TCOC typically refers to all direct and indirect costs associated with health care
services given over a specifipdriod. The costs included in estimateETCO@nay vary. Som

definitions of TCOC exclude administrative costs (e.g., the cost of lwaatbperations) but may

include some costs associated with provider contractigaddition, TCOC definitions vary according to
which health services are included in the aggte or total cost. Health caservicedor an individual
patient canincludecoordination among primary care providers, specialty care providers, and ancillary
care providersas well as other services outside of direate delivery The California Hetl Care
Foundation (CHCF) and the Health Care Transformation Task Fommsmmehensivalefinitions of

TCOC:

ae2aFf O02ad 2F OFNB NBFSNB (G2 GKS O2aid 27F | ff
in a year, and includes all covered profesaiphospital, pharmacy, and ancillary cafe

ae2Grf O02ad 2F OFINB Aad RSTAYSR (2 Syo2yYLl aa |If
pharmaceutical, and laboratory. Even though additional providers might be involved, such as

through acarveout behavioral health vendor, the associated costs would be included for the
LJdzN1J2 4 Sa 2F OF f OdzAt°l GAy3 G20l f 02480 2F Ol NBod¢

By comparison,tte definition of TCOC adopted by CMMI for the Maryland TCOC Demonstration is
specific tothoseservicesvhichare covered under Medicare Parts A and B:

19



GTotal cost of care means tlaggregate Medicare FFS costs for all items and services, or a
specific subset theredfjelivered]jto Medicare FFS beneficiarigs

The aggregate Medicare FFS costs include MedianteA and Part B expenditures only. When
determining the annual Medicare savings any OutcoBased Credits are also included in the
per beneficiary TCOC calculation.

Additionally, in the Global and Professional Direct Contracting (GPDC) Model,

G ¢ K SormaSchJFear Benchmark [a target Per Beneficiary Per Month (PBPM) dollar amount]

represents the average Medicare beneficiary [TCOC] for aligned beneficiaries and refers to the

target expenditure amount [calculated using the Parts A and B expenditurdigfoech

beneficiaries during a baseline period] that will be compared to Medicare expenditures for items

and services furnished to aligned beneficiaries (Direct Contracting beneficiaries) during a

LISNF2NXYIFyOS @SIN w2 RSIGSERN¥AYS (KS 5/9Qa al @Ay
Under someaccountable care arrangemenisntities can choose which health care services are included
Ay GKS ¢/ h/ YSI&adNBad C2NI SEIFYLX S G4KS hyS/ N8B 8§
definition of TCOC giveayers the opportunity to negotta with the Accountable Care Organizati@n
(ACQregarding which services are included in ger beneficiaryTCOC calculation:

ae¢2aGFt /s 2ad 2F /FNB YSIyar 3ASySNrtftex G4KS t
care services todsountableCare Organizatioa ! G G NRA 6 dzi SR [ A@Sa F2NJ
Program Agreement between ACO and a Payer will more particularly describe components of
¢/ h/ F2NJGKIFIG tNPINIYZ F2NJ SEIFYLX ST LKINXYIFOe Y
calculatoya 2F ¢201 8 /238G 2F /| NBdé

I &S
oot

PTAC is using the following working definition of how TCOC should be defined in the context of
populationbased TCOC models.

Total Cost of Care is a composite measure of the cost of all covered medical defiviessd to

an individual or group. In the context of Medicare alternative payment models, TCOC typically
includes Medicare Part A and Part B expendit{negzresenting Medicare Part A and Part B
expenditures onlyland is calculated on a pbeneficiarybasis for a specified time period.

Thisdefinition will likely evolve as the Committee collects additional information from stakeholéers.
example, here may be an interest in including additional services in future populdtiaed TCOC

models to supprt patient-centered careaddressing social determinants of health, andentivizing
additional efficienciesThe following are examples of additional services that could be included in these
models: seHadministered drugs / biologics, behavioral healibng Term Servicesand Sipports (LTSS)
Home & Community Based Services (HCB1) screening and referrals to address social needs.

AppendixCincludes additional information aboseveraldifferent TCOC definitiorthat wereidentified
for this envirormental scan.

IV.B. Definition of Population-BasedTCO®/odels

Frameworks such as the one developed by the Health Care Payment Learning & Action Network (HCP
LAN) provide one approach for distinguishing between populat@sed TCOC models and other forms

of health care paymeniThe HCR.AN APM Framework, presented in ExHilbelow, shows a
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progression of payment approaches away froaditional FFS (Category dhdtoward population
based models (Category 4).

Under the HCRAN framework, Categoryidcludes models that receive populatidrased payments

that reflect the TCOC for comprehensive care for an entire population over a long period of time (e.g., a
full year) for a broad population (e.g., all Medicare beneficiaries in a state) or a popuddtiospecific
conditions. For Category 4 models, accountable entities outside of Medicare bear financial risk for care
delivered through global budgets or capitated payments where accountable entities have the potential

for monetary losses or gains.

Exhbit 1. TheHCRLAN APM Framework

LS o

CATEGORY 1 CATEGORY 2 CATEGORY 3 CATEGORY 4
FEE FOR SERVICE - FEE FOR SERVICE - APMS BUILT ON POPULATION -
NO LINK TO LINK TO QUALITY FEE-FOR-SERVICE BASED PAYMENT
QUALITY & VALUE & VALUE ARCHITECTURE
A A A
Foundational Payments APMs with Shared Condition-Specific
for Infrastructure & Savings Population-Based
Operations (e.g., shared savings with Payment
(e.g., care coordination fees upside risk only) (e.g., per member per month
and payments for HIT payments, payments for
investments) B specialty services, such as
B APMs with Shared oncology or mental health)
Savings and Downside B
Pay for Reporting Risk
(e.g., bonuses for reporting (e.g., episode-based comm-ehmm
data or penalties for not payments for procedures POPl:,llﬂOH'::*d
reporting data) and comprehensive s
C payments with upside and (e.g., global budgets or
downside risk) full/percent of premium
Pay-for-Performance payments)
(e.g., bonuses for quality C
rf
pectormence) Integrated Finance
& Delivery System
(e.g., global budgets or
full/percent of premium
payments in integrated
systems)
3N 4N

Risk Based Payments
NOT Linked to Quality

Capitated Payments
NOT Linked to Quality

Source: HGPAN Frameworkattps://hcp-lan.org/workproducts/apmrefreshwhitepapetrfinal.pdf

There has been an increasing focus on adopting populdtia®d payment methodologies (Category 4).
Unlike episodébased or conditiorspecific models, populatichased TCOC models do notjuére a

diagnosis for model eligibility. CMMI described the importance of designing and testing population
based payment options to increase the number of providers and health care organizations that
participate in populatiorbased TCOC modéfsMedPAC alo supports the use of populatidmased

payment approaches. In its June 2021 report to Congress, the Commission suggested that CMMI focus
on a single populatioivased model with different tracks by provider type or beneficiary population as a
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method for steamlining the number of APMs being tested. Under this scenario, other types of models
(e.g., episodéased or advanced primary care) could be extensions of this main popubsiged
model®

Populationbased payment models often use prospective paymémtaligned patients and are not
triggered by specific episodes of care or services. Poputaised models often cover health care

services for a population with varying health care needs over a long periods (e.g., a year), regardless of
new diagnosesmreatment needs that arise during that tinté Several major forms of populatien

based payment methodologies exist, such as full capitation, global budgets, partial capitation, and
retrospective reconciliation with shared savings or losses.

1 Full capitaion involves a single payment intended to cover all services an individual needs for
their health problems; providers bear downside financial risk for service costs that exceed the
capitated rate. These are typically paid on a per patient served basis.

1 Ghbbal budgets are prospective, institutidaevel payments (often to hospitals) that reflect costs
they are anticipated to incur over a specified period. Full capitation and global budget models
may not be appropriate for all health care entiti€s.

1 Partialcapitation methods involve capitated payments for specific services (e.g., primary care)
or a specific portion of TCOC. Under retrospective reconciliation with shared savings or losses,
accountable entities bill through traditional FFS but are eligihlstared savings at the end of
the year if their spending is lower than a benchmark or, in the case obitha risk models, are
also responsible for paying shared losses if their spending exceeds benchmarks.

Category 3 of the HAEAN framework includespisodebased models with payment approaches that
incorporate financial risk and are associated with specific interventions. Under these models, TCOC may
be defined within a relatively short period of time (e.g., 30 days, 60 days, etc.) when a patient is
receiving specific clinical services (e.qg., following a hospital stay or the period when a patient is
undergoing a surgical intervention).

Episodebasedpayment initiatives, which are included in Categoryo&Bn specifically target reductions

in TCOC, atht in a narrower timeframe than populatiebased modelsEpisodebased payments often
identify a predeterminedvaluefor costs associated with delivering care during a clinically defined
episode (e.g., a period after hospital discharge for specific tiond) and use this benchmark to set
incentives around payments providers. They mageasure and hold entities accountable for costs
associated with treating specific conditions or providing specific services or hold entities accountable for
TCOGuring an episodé® Accountable entities in episodeased payment models can assume upside or
downside risk depending on actual costgder the modetelative toabenchmark.

ACO programs are a common populatizasedTCOC model where physicians or health systems assume
responsibility for TCOC associated with a patient population. Relative to the AlCRamework ACOs

may fit into Category 3A or Category B®&Additional populatiorbased or advanced primary care TCOC
models that fall under Category 4 represent the furthest departure from traditional FFS. Category 4A
includes TCOC payment models that are specific to chronic conditions (e.g., diabetes or cancer) and may
focus on payments to specific types of providerg (eoncologists). Models that use full capitation with
per-beneficiary pemmonth (PBPM) payments or that pay hospitals using global budgets may fall under

4B or 4C depending on whether the financial management rests with an entity distinct from provider
organizations (4B) or an integrated care delivery and finance entity (4C). Medicare Advantage (MA) is an
example of a program and payment approach that falls under category 4B of theANCPamework.
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PTAC is using the following working definition of papiah-based TCOC model.

A populationbased TCOC model refers to a populabiesed APM in which participating entities
assume accountability for quality and TCOC and receive payments for all covered health care
costs for a broadly defined population withArying health care needs during the course of a year
(365 days).

Thisdefinition will likely evolve as the Committee collects additional information from stakeholders.

IV.C Identifyingthe Potential Structure and Characteristics of Populati@ased TotalCost of
Care (TCOC) Mod=l

Thereis not a widely accepted definition of the characterisbEfuture populationbased TCOC models
with accountability for quality and TCOC that can suppoogress toward broaddnealth system
transformation However, thee are some characteristiegherethere appears tobe generalconsensus
for inclusion infuture populationbased TCOModels including:

9 Facilitatngaccountable relationships for quality and TCOC

1 Encourang care coordination and integration of specialty care with primary care, particularly
for beneficiaries with complex needs

1 Improving patient experience and outcomgs

Facilitate identification of and sharing of best practices

9 Usdngperformance metrics, ifading patientcentered metrics, to incentivize quality
improvements

1 Improving equity; and

1 Aligring provider and beneficiary incentives

=

Examples of areas wherdditional discussion iseededregarding defining the characteristics of future
populationbased TCOC models include:

1 Definition of TCOC and which services are inclwdéudregard to accountability for TCOC
(including which definition is best for the patignt

9 Identification of types of accountable entities and types of clinicians and gtbapare

appropriate for participation in these models;

Duration of accountability period (e.g., 30 vs. 60 vs. 90 vs. 365;days)

Options for desired care delivery mogel

Variations in structure of payment models

How to do patient attribution, benchmarking and risk adjustment

How to incentivize participation and facilitate transitiand.,not all providers are prepared to

have 365day accountability for TCOC with tvealed risk)

1 Encouragement of mulpayer algnment on model design componentnd

1 How to address overlap between models (nesting, canwes, etc.)

= =4 =4 -4 =9

Exhibit 2 presents a general framework for understanding services that are typically covered by current
Medicare populatiorbased TCOC models asetvices that are not covered (i,earveouts). There may

be an interest in including additional services in future populabased TCOC models to support
patient-centered care, addressing social determinants of health, and incentivizing additionirefiis.
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Exhibit 2. Services In and Out of Existing Medicare Populatlmased TCOC Models

Outpatient Provider
Primary care
Specialty care

Inpatient

Facility Costs
Provider Costs
Post-Acute services

Physician-administered

drugs / biologics

Enhanced benefits

Potential to “Carve-out”
or “Carve-in” services

Self Administered
Drugs / Biologics
Behavioral Health
LTSS' / HCBS'

Screening & Referral
to Address Social
Needs

Services not Covered

Note:'Long Term Services & Supports (LTS8ne & Community Based Services (HCBS).

IV.D Relationship with FPMs

Large populatiorbased TCOC models canumid a variety of health care providers and settings in the
care delivery team and accountable entity, including but not limited to physicians. Physicians and other
eligible clinicians are an integral component of care delivery across these differengse®iRPMs,

including those proposed to PTAC, can inform the development of larger populsts®Ed models in

several important ways. First, PFPMs can identify best practices in care delivery and care coordination.
PFPMs can also highlight areas where payincentives may be misaligned and identify options

related to improving financial incentives and provider participation in models. For example, many
physicians participating in ACOs and Medicare Advantage plans continue to receive FFS payments; as a
reault, the financial incentives for delivering high value care may be somewhat weak at the individual
provider level.

PFPMs can also identify potential opportunities for nesting more targeted payment models within a
larger populatiorbased TCOC framework areas where carving out certain types of services or
conditions might be appropriate to achieve the desired mix of incentives and accountability for
providers as well as access to and quality of care for beneficiaries.

To assist in identifying additiahoptions for the potential structure and design of future population
based TCOC models, this environmental scan will examine the charactefiseegral current or
completed CMMI models and other CMS prografrieese models were selected basedtbeir use of
TCOC measuréseeSection \for additional information).
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SectionV. Comparison oRelevant Features SelectedCMMIModelsand
Other CM®>emonstrations and Programs

Since the Innovation Center began in 2010, CMMI has designed and laundfiedviAR mechanisms to
measure, manage, and reduce TCOC in Medicare and Meditai@020 Report to Congress, CMS
noted that an estimated 528,000 providers and nearly 28 million individuals across all payers were
affiliated with one or more CMMI models dog government fiscal year 2018 through 2G20.

The evolution of various CMMI Models and other CMS programs includes a range of approaches that
can provide relevant information for developing future populatizaised TCOC modekor this
environmental scan, sever@MS and CMMhodels and programs fatlj under Category 3 and 4 of the
HCPLAN framework have been identified as having elements that are relevant for the development of
populationbased TCOC modelhese models have been organized into the following three categories:

1 Populationbasedmodels Models that include the entire patient population served by a given
accountable entity or a broad subset of the patient population served by an accountable entity
(e.g., MedicaréMiedicaid enrollees).

1 Episodebased or conditiorspecificmodels relevant topopulation-based TCOC models
Models that assign accountability for the quality and cost of a clinically defined episode (e.g., a
period after hospital discharge for specific conditions) or diagnosis (e.g., cancer).

1 Advanced primary carenodels relevant topopulation-based TCOC modelglodels that
promote Advanced Primary Care, an approach that enables primary care innovations to achieve
higher quality care and allows providers more flexibility to offer a broader set of services and
care coordination.

Exhibit3 illustrates the evolution of these selected models and programs according to their
characterization by model type (populatidrased, episoddased or conditiorspecific, and advanced
primary care). The number of models in each category demonstrates hé&w s continue evolving
away from traditional FFS, there has been an increasing focus on popthatied models. The
remainder of this section and Appendnclude additional details regarding the design features of
these models and programs.
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Exhibit3. Timeline of Selected CMMI Models and Other CMS Programs

1997 ..

2018 2019 2020 2021

. 2012 2013 2014 2015 2016 2017

Medicare Advantage (MA)

Population- | ' _ :
’I?:!ased ! Pioneer ACO Next Generation ACO (NGACO) Model C::':;:'te

GPDC Model

Episode-Based Oncology Care Model (OCM)

or Condition-
Specific

BPCI Initiative

Advanced CPC Initiative

Comprehensive Primary Care Plus (CPC+)
Primary Care !

Note: GPCD &lobal and Professional Direct ContractiBgCl Bundled Payments for Care Improvement

V.A. Comparison of Design Features by Model Type

Exhibit4 summarizes the characteristics dfgulationbased, episoddased, and advanced primary
caremodels While all three model types encourage care coordination to improve quality and reduce
TCOC, they differ in their structure and payment mechanisms. Populadised and episodbased

models fold accountable entities (often groups of providers) to some level of risk for cost and quality
outcomes. In episodbased based models, this accountability is limited to specific timeframes, specific
treatments (e.g., chemotherapy in the Oncology Care 8i¢@CM)]) or procedure (e.g., joint

replacement in the Comprehensive Care for Joint Replacement [CJR] model).

In populationbased models, accountability generally extends to all Medicare Parts A and B spending
over a full year. Advanced primary care madelild on the concept of patiertentered medical homes
(PCMHSs) and include PBPM payments to primary care providers to enhance access to care and
coordinate with other providers.

Care transformation strategies across these three model types is cldggigdwith the overall

payment mechanism and incentives to reduce TCOC. For instance, popbiasiet models are

incentivized to lower TCOC as the accountable entities are likely to receive perforivesest bonus
payment if their cost of care is beloWwed benchmark. Episodeased models and advanced primary care
models have very similar mechanisms for transforming care delivery and payment. Accountable entities
under these models also have a benchmark or target cost, and they can receive perfoinageate
payments if the cost of care is below the benchmark or incur a loss if the cost of care is above the
benchmark.

Across all three model types, there are varying features and approaches to setting benchmarks that
drive payment. These features include hbenchmarks account for differences in the acuity of an
SydArdeQa LI GASYyG LRLWZIFIGA2Y o0SdadY GKNBIZAK NI A
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with cost and quality benchmarkSection 1>and Section dddress these topics and also discuss
challenges and opportunities related to participation in populatimsed TCOC models by safety net
providers,the importance ofinancial incentivesthe potential nesting of models (e.g., use of condition

or episodespecific payment approaches under thmbrella of a populatiofbased payment model)
and opportunities for multpayer alignment
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Exhibit4. Characteristics of PopulaticBased, Episod®ased, and Avanced Primary Care Models

Care Transformation
Strategies

Payment Mechanism

Measuring TCOC and
Incentives

Issues and Considerations

Population-Based
Models

Practitioners and facilities
share accountability for
overall quality and cost
outcomes and are
incentivized to use data
analytics, careoordination,
and other strategies to
manage population health.

i Participants or
accountable entities are
responsible for cost and
guality for a target patient
population.

1 If cost is below the
threshold, participants
receive bonus payment.

9 Bonuses for lowetotal
TCOC.

1 Voluntary participation
leads to lower cost of
care.

1 Challenges include
attribution, risk
adjustment, degree of risk
sharing, and benchmark
setting.

9 Provider consolidation.

1 Typically exclude drug
coverage.

EpisodeBased or
Condition-Specific

Practitioners and facilities
share accountability for
overall quality and cost
outcomes related to a
specific treatment or
procedure and are
incentivized to coordinate
transitions in care.

1 Participants are
accountable for cost and
quality of care that
beneficiaries received
during a specific episode
of care or period of
disease.

1 Prospective payment
leads to twasided risk for
participants.

9 Two-sided risk with
benchmark based on
discounted historical
spending creates
incentive forlower cost.

1 Separate payment for
care coordination
activities.

9 Could potentially be
nested within population
based models, allowing
providers to address
specific conditions that
beneficiaries may develoy
or procedures they may
need.

AdvancedPrimary
Care

Primary care practices
coordinate care for
beneficiaries through a
PCMH. PBPM payments
enable practices to offer
enhanced services to
improve access and quality

9 PCMH with combination
of populationbased
payment (prospective)
and pervisit payments.

9 Payment is risk adjusted
based on each patient.

1 Positive performance
based adjustment is base
on a comparison with the
benchmark.

9 Hybrid payment model is
intended to increase
beneficiary access and
improve patient
experience.

1 Soecialists and hospitals
operating in a largely FFS
system are incentivized tg
deliver high volume, high
cost care.

i Tierbased risk adjustmen
based on HCC scores.

28



V.B. Comparison oKeyDesign Featureécross Selecte@MS Models andi®grams

Most CMMI models, and the entities participating in these models, use -T€l&@€Ed incentives to

reduce health care costs while improving or maintaining quality of Gome of these wdels use

capitation covering all health caservicesor yearly global payments to hospitals. Other models use
capitated payments to facilitate provision of specific services (such as care coordination). Many models
use FFS payments as their basis but build in specific paymaset] incentives to manage TCOC and
improve quality

This section reviews key design features of eight ongoing and recently completed CMMI models and two
ongoing Medicare programs (MA and Medicare Shared Savings Program [MSSP]) that are relevant for
the development of future populatiohased TCOC moddeeExhibit 3) Where available, findings are
described related to impacts on TCOC and other outcomes.

The selected models feature various alternative payment approatchesiudng TCOCWhile there are

many objectives associated with these models, the discussion below focuses on how these features are
intended to address TCOC specificdllye modelsare comparedacrosgfive domains 1) accountable

entity; 2) beneficiaryparticipation andotal coveredpopulation;3) coverageof services4) payment
mechanism andinancialrisk; ands) provider participationcarecoordination andguality ofcare.See
AppendixD for a table thatincludes additional information abo@ach model based on kégatures,

such agoverage, population covered, benchmarks, risk adjustment, and quality aof care

Accountable EntitiesAccountable entities can vary largely depending on the model. For example, ACOs
are typically integrated health care delivery systelmsspitatbased health systems, or physician

practices. Under MA, health plans (typically insurers or plans specific to integrated delivery systems) are
accountable entities. For the ACOs, physician practices, health systems, or integrated health care
delivery systems are the accountable entities.

Beneficiary Participation and Total Covered Populatidviost of the modelsncluded in this section
allow a beneficiary to opin to receive services. ForAplans(encompassing 42 percent of the Medicare
population) beneficiaries can enroll duriram annual open enrollmenperiod. For theACOmodelssuch

as NGACO and GPDC, beneficidréa® the opportunity foroluntaryalignment,or they are

prospectivey alignal with participating providers based on claims.

In MSSP, beneficiaries can identify their primary care provider or are otherwise dtigsed orclaims.
The MD AfPayer and BPCI Models do not feature beneficiary voluntary alignment. In these models,
bereficiaries are aligned based on the hospital where they receive care (Mtaydl) or the providers
from whom they receive an included episode of care (BPCl Advamcexdipf the selectednodelsand
programs beneficiaries retain their full Medicare befits, and they are not restricted in their ability to
access care from participating or nparticipating providers, though beneficiaries will pay-ofit

network costs in MAExhibit5 below shows hovbeneficiaries are identified for inclusiontime different
modelsand programs
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Exhibit5. Comparison of Seleetd Modelsand Program®n Beneficiary Participation and Covered

Population

MA

Beneficiariesnayopt to enroll inMA benefits (Medicare Part C) during annual open
enrollment periods. Beneficiarigaayenroll inMA-only plans oMA-PDplans(which
include Medicare Part prescription drugbenefitg that cover seadministered
prescription drugs in addition tother medical and supplemental benefits. Nationally, N
plans covered 26.5M beneficiaries [@@rcentof Medicare beneficiaries) in 2021

NGACO

Beneficiaries are aligned with an NGACO either volilptar prospectivéy based on
claims. Undeprospective alignment, beneficiaries are covered through the ACO if thg
receive a speci#i share of their care from a participating provideklignment and
voluntary beneficiary enrollment methods are set such that beneficianiedikely tosee
providers associated with the ACO during the program. However, beneficiaags
choose tosee any Medicare providgeven if the provider is not a part of the model

GRbC

Beneficiaries are aligned withdirect contracting entity DCE, and participating and
preferred providerseither through voluntary alignment or clairtesed prospective
alignment Alignment dependi some extent on DCE type

MD all-
payer

Eligible individuals include &aryland resident$~6.2 million). For thélospital Payment
Program (HPRJomponent eachMedicare beneficiar isattributed to a hospital.

MSSP

Medicare FFS beneficiariesaychoose their primary care provider (PCP) without any
costa KIF NAy3 AYLIE AOFGA2yad ¢KS {KIFENBR {1}
selection of a primary clinician over a claibesed assignmemhethodology.The claims
based assignment methotimgy refers to the assignment of P&tRased on the plurality of
claims.The aerage number of beneficiaries inclutlm an MS$ ACO is 20,700. The
MSSP ACO program included approximately 10.6 million attributed beneficiaries in
2020 around 28percentof MedicareFFSeneficiaries.

BPCI

Beneficiariesnayreceive care from providethat do not participak in a BPCI initiative.
Beneficiaries retain their full original Medicare beneflB?Ctoes not restrict
beneficiariesfrom accesmgcare from participating or noparticipating providers.

As shown in Exhib@, mostof the selectednodelsand programsover all Medicare services covered
under Part A and Part By many casedMA plansalsocoverselfadministered prescription drgyfe.qg.,
MA-PDplansthat include Part D benefitsACO models covehysiciaradministeredprescription drugs
that arecovered under Part Bncluding physiciasadministered medicatios) but do not includeself
administered medicationsoveredunder Part DHowever, Medicare beneficiariesceiving services
through ACOsanseparatelyenroll inPart Dfor selfadministered medicationsn addition,ACOmodels
covermore PAC services than traditional FFS Mediaatehave waivers fauseof skilled nursing facility
(SNF}¥tay without a prior &ay hospital stayThe BPCI model also include3-day hospital waiver for
SNF servicesutside ofthe initial hospital stay.
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Exhibité. Comparison ofCovered Services AcroSeleced Modelsand Programs

Model/ | Core Services Rx Benefits PostAcute Care Extra Benefits
Program
MA Medicare Part AandB 9 Physiciaradministered OffersPAGservices 1 Access teye exams and/or glasses,
services prescription drugs under | without a prior 3-day hearing examand or aids
Part B hospital stay 9 Telehealth services
9 Most MA plans offer a 9 Dental care and fitness support
Medicare Advantag®art D 1 Most MA plans cover transportation
(MA-PD)planfor self {1 Other normedicalbenefits, such as
administered prescription meal serviceandpest control
drugs
NGACO | Medicare Part A and B 9 Physiciaradministered OffersPAGCservices 1 Telehealth expansion waiver
services prescription drugs under | without a prior 3-day | Waiver to cover ifnome nursing visits
Part B hospital stay preventing hospializations
1 Seltadministered 1 Adjust costsharing rules for specific
prescription druggPart D) Part B services.
are not covered
GHC MedicarePart A and B Same as NGACO Same as NGACO 9 Same as NGACO
services 1 No homebound requirement for
beneficiaries receiving home health
1 May provide concurrent care for
beneficiariesvho elect Medicare
hospice.
MDAII- | 1 Hospital services Same as NGAC8owever, PACservices are Awaiting discussion witlesearchers ang
Payer 1 Services provided by Maryland statelevel covered stakeholders
hospitatbased physicians | programs allow discount®r
and services delivered selfadministered medication|
during postdischarge
episodes
i Care management by
primary care practice
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Model/ | Core Services Rx Benefits PostAcute Care Extra Benefits

Program

MSSP Medicare Part AandB Same as NGACO Same as NGACO As of 2018, MSSP ACOs (Tragk C

services Enhanced) expanded access to

telehealth serviceandextended waiver
of 3-day SNFequirementto MSSP ACO:
with two-sided risk.

BPCI Model 4 (201 preseni Prescription drugs covered | Waivers for SNF stay | Participants have a waiver for providing

Sngle, prospectively
determined bundled
payment to the hospital that
includesall services
Participantscanselect up to

48 different clinical episode;

under Part D are not
included. Prescription drugs
in Part B are included gmrt
of bundled payments.

without a piior 3-day
hospital stay and post
discharge home visit

beneficiary incentives. Transportation
was the most common beneficiary
incentive distributed, followd by
medication management tools.
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PaymentMechanism and Financial Riskor populatiorbased modelsnd programssuch as M,

NGACO, GPDC, MS&Rd Maryland TCOC, the participants or accountable entities are responsible for
cost and qualityfor atarget patient populationUnderBPCI, the model participants are accountable for
cost and quality of care that beneficiaries receive durispecificepisode of care.

Useof Benchmarks or Target Pric€ost accountability is enforced by comparing actymandingto
benchmarkghat are setbased on historical spending for patients associated with participating
providers or those residing in a speciggion. Thesbenchmarks are established based on historical
spending (participant and/or regiorfexhibit7 comparesimplications othe use ofbenchmarks across
the seleced modek.

Implication of Benchmarls for Medicare AdvantageCMSestablishes benchmarier annual

established maximurper beneficiarypayments These benchmarks are determined based on average
FFS spending per Medicare beneficiary. County benchmarks are setdaltfonelevelsbased orb5,

100, 107.5 or 115 percenf the FFS projected spending per beneficiaith risk adjustment related to
geographic variation in historical cosi®egional risk adjustment factors that affect the benchmark are
set by grouping counties by quartile based on historical c&sisal couties with low Medicare

spending typically have a higher benchmark than average urbancountieswith higher Medicare
spending typically have lower benchmark$A plans then bid against those benchmarks to provide
coverage of Medicare Part A and PartBdIDA OSa | LINRB L2 & SR isdolvadthahda ® LT |
the benchmarkthe plan receive a rebate for a portion of the difference that is used for supplemental
benefits?!

¢ KS LJ I yQa NXDBpiopoitién oiNtie diffekeEcé hetiveéen the plandid andthe benchmark
600SG6SSY pn LISNOSyd FyR T1n LISNDSWApanskR® tduifddfoy 3 2y
use the rebate to provide additional benefits to enrolleeghie form of in the form of lower cost

sharing, lower premiums, @upplemental benefits. The plans are also allowed devote some of the

rebate to administration costs and margifffRebates arg@rimarily used to provide extra benefits and a

small portion for cossharing and premium reductions.

Implications of Benchmarkfor Accountable Care OrganizatisnFora givenACO, CMS sets a spending

targetor benchmarkor the assigned beneficiary pojation. If the! / hsPending is less than the

benchmarkii KS ! / h OFy NBOSAGS | &add NthelspeydingiFabiv&kile o & KI NB R
benchmark, CMS could recoup the losses (or a portion of it) from the WG&&her ACOs can

experience lossesd the specific amounts associated with both savings and losses varies considerably

by different ACO models and tracksxhibit7 includes additionatletailson benchmark, financial risk

and risk adjustmentor various models.

For the ACOmcludedin this analysisbenchmarls are primarily setbased on historical spending. The
benchmark for NGACO is adjusted for national spending growth and local price changes. Since 2019,
MSSP benchmarks apased ora blend of historical and regional spending, and tbenark growth is

based oma blend of national and regional growtkRor the GPDC model, the benchmark is constructed
using adjustedMArates and the Medicare spending per capita growth is trended forward.

Financial RiskProviders and accountable entitiasrosshe selectednodels and programs described in

this environmentalscantake financial responsitity for the care they provideEachAPMhas its own

financial risk arrangement, which can include upside risk, downss#f, or a combination of the two. In
upsiderisk-only APMs accountable entities can earn health care savings if they perform services at costs
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below the benchmark. Conversely, if actual costs exceed the benchmark, providers in upsiehdyrisk
models @ not qualify for shared savings payments but they are also not financially penalized. Payment
YSGK2Ra (Kl G -&¥R3% Rdiigdedpatéhtiatfiladcal downside where CMS can recoup
the difference betweerthe benchmark and cost of servicéghe cost of services exceeds the

benchmark.

Since MAplans arepaid PBPMcapitated paymens, they incurtwo-sided riskbut the risk level may vary

based on the plan structur&arlier AC@nodelsusedupsideonly risk. Newer ACO modeiscorporate

morerisk including potential risk thJNE @ AdBvwdiBamia (2 G KS | OQRettgIPIed f S Sy G A
four optionsfor financial risk assumption for participating AQDsvels 2 I YR 'y a9y Kl yOSR¢
Levels A and B of the basic track offer upsideaislp to 40percentof savings/losses with a J@&rcent

cap. The remaining tracks call for twamled risk of 570 percentof savings/losses with caps of-20

percent As of 2020, 6Bercentof MSSP ACGbpted for upside risknly and the remaining 3@ercent

opted for two-sided risk.

Risk AdjustmentDistinct from financial risk,isk adjustmentefers toadjustments topayments based

on patient attributes This is accomplished using factors associwaiitttl scoring linked tgatient

demographic factors and health stati®emographic factors typically include age, gendeddual

eligibility for Medicare and Medicaidl'ypicallydiagnosis codes submitted on claiar® used to
retrospectivelyadjustpay Sy ia o6l 4aSR 2y LI GASyGaQ KSIFtGK adal Gdza

Both MA plans and MSSP ACOs usétbiarchical conditions categoriACEmethodology, which relies
on ICDB10 coding to assign risk scotessed on health statuderived from retrospective claims data
review. Theisk adjustmentlgorithmused by these modeblsoaccouns fordemographic factors like
age and gender to assign patients a risk adjustment factor Ratredicts future costsand inforrms
benchmarks

The focus on accurate risk adjustment has gained importaseecountable entitiedear financial risk
managingcosts associated with thefratient populatiors. Before January 2019, ACOs could not increase
their risk scores for continuing enrollees beydhd average increase for assignmestigible

beneficiaries with the same demographic characteristics. As of July 2019, ACOs can increase their risk
scores by up to 3 percent relative to the assignmeligible beneficiaries with the same demographic
characteristics.Section IX describes some of the issues and mitigation strategies regarding risk
adjustment.
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Exhibit7. Comparison of Seleed Modelsand Program®asedon use of Cost Benchmarkgjnancial RiskRisk Adjustment and Beneficiary

CostSharing
Model/ Implications ofCost Financial Risk Track Risk Adjustment Beneficiary CosBharing
Program Benchmarks
MA Plans bidding below the I Two-sided risk MA planper member per | 1 MA plans may reduce cost
benchmark provide benefits | | Risklevels may change base( month PMPMN sharing as a mandatory
beyond those covered under on costsharing flexibilities in | benchmarks are adjusted §  supplemental benefit ath
Part A and Part B using 75 plan structure. the beneficiary level using| may use rebate dollars to
percentof the difference HCC scoretHCcores do so.
between their bid and the account for differences in | § Out-of-pocket limit for
benchmark costs. expected medical services covered under
expenditures based on Part A and Bervices
demographic and
diagnostic information
NGACO The benchmarking Two options for sharing overall Renormalization of risk 9 Same costharing rules as

methodology rewards
NGACOs for favorable
financial performance on
spending relative to historicg
or regional benchmarks.

financial risk relative to risk

adjusted benchmarks:

1 Partial risk (8(ercent
shared savings/losses)

1 Full risk (10@ercentshared
savings/losses)

NGACOs also select risk caps

their shared savings and losse

between 5percentand 15

percent

scores by NGACA&justs
for changes in risk scores
between baseline and
performance years.

FFS

9 OptionalPart B cost
sharingincentive to reduce
Ff A3ySR 0SyS
of-pocketcosts Part B
drugs and durable medica
equipment (DME) are not
eligible for costsharing
reductions
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Model / Implications ofCost Financial Risk Track Risk Adjustment Beneficiary CosSharing
Program Benchmarks
GHDC Benchmark construction is | DCEs have two voluntary risk | CMS will apply a modified |  Samecostsharing ruless
based on: sharing options: risk adjustment FFS
1 Use of adjusted MA rates | 1 DC Profession#b0percent | methodology for the 1 Can reduce or eliminate
{ Us ofnational per capita | savings/lossés model. Hfective risk bendficiary costsharing
cost to establish the trend| § DC Global D00percent | adjustment is not currently| amounts for specific
rate to adjust for year ove| savings/losses available as the model categories of aligned
year cost changes Unlike NGAC@Qhere is no cap | began in April 2021 beneficiaries for Part B
on this risk for DCEs services identified by the
DCE.
MD All-Payer | Hospitals face rewards or Participating hospitals are at | For Rimary Care Program

benefits if TCOC for
attributed Medicare
beneficiaries falls above or
below abenchmark based orn
actual Medicare spending in
MD in 2013 trended forward
at the national Medicare

spending growth rates.

risk for care delivered under a
global per capita payment.
Other providers experience
only upside risk

care management fees are
adjusted based on
beneficiary risk tiers
assessed on the HCC.
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Model /

Implications ofCost

Financial Risk Track

Risk Adjustment

Beneficiary CosSharing

Program Benchmarks
MSSP Payment benchmarks are | Four risk options. Levels-B When establishing the 1 Costsharing requirements
established based on: YR |y &9y KL y( historical benchmark, CMY are consistent with rules
1 Spending for beneficiaries Levels A and B of the basic | uses the HCC scores to under FFS Medicare.
who would have been track offer upside risk up to 40 adjust for changes in 1 Reduce oubf-pocket
assigned to the ACO in th( percentof savings/losses with | severity of thepopulation expenses for select Part B
baselineyears and the a 10percentcap. The assigned to the ACO. CMY services.
region remaining tracks call for two | risk-adjusts the county
1 CMS does not recalculate| sided risk of 570 percentof level expenditures used in
benchmarks based on savings/losses with caps ®® | calculating the regional
changes iNational percent20 percent As of component of the national
Provider Identifications 2020, 63percentof MSSP AC(Q regional blend growth rate
(NPI3 billing under the Tax opted for upside ristonly and
Identification Numbers the remaining 3percent
(TINS). opted for two-sided risk.
BPCI CMS created a participant |2 KSy | LJ NJi A OA BPCI Advanced (Model 2, | Same cossharing rules as

specific benchmark by
updating historical episode
payments with national
spendingtrends, and then
discounted it 2 to dercent
to create a target price.

Medicare episode payments
were less than the target price
they could receive Net
Payment Reconciliation
Amounts (NPRAgnd
conversely repay if payments
were higher than target price.
Under Model 4, hospital
retained any positive differenc;
between target price and

payment to providers

& 4) features modified
target prices that
incorporate risk adjustmen|
and reflect peer
performance and a higher
discount. Some BPCI clinig
episodes were not include(
in BPCI Advanced due to
high clinical heterogeneity
or small volume.

FFS
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Provider Participation, Care Coordination ai@uality of Care This section compares the selected
models and programbased on provider network, care coordinati@nd quality of careseeExhibit8
for additional information. Most MA plans have provider network requirements aedrolled
beneficiaries have aces to irnetwork provideswith costsharing responsibiliés. For outof-network
providers, beneficiaries have higher enftpocket costs. In areas with fewthan two network plans,
MA private feefor-service (PFF$)ans are not required to have provideetworks.

For theACOsghat areincluded in Exhibi8, provider participationis voluntary Certain additional
LINE JARSNAE NS RSaA3IYyIFGSR da GLINBFSNNBR: LINEPOJARSNR
continuum but they are not obligated tocaept financial risk

Care coordination efforts vary across MA @and typically include a focus on disease management.

Some MA plasoffer enhancedcare management and coordinatidimat can resulin fewer hospital
admissionsemergency departmentHD visits and shorter hospital and SNRgth of stayl(OS. The

LI 2YSyid o0SYyOKYLlFN] 7T2NJ alratifylodédddne VS ivaStarysigrathae y | LI
measures the quality of care that plans proviuksed on 46 measures of clinicalality, patient

experience, and administrative performanétans with higher qualityatingswill have bonus amounts

added to benchmark levels.

Although ACOs do not have bonus payments associated with quality thresholds, they have quality
withholdsassaiated with reportedquality measureNGACOs are given a quality score based on their
performance on three quality measures: hospitalizations for ambulatory care sensitive conditions
(ACSS§), 30day hospital readmissions, and-8@y hospital readmissiomdm a SNF. NGACOs are subject
to quality withholds (Zercen) from their shared savings if they do not meet quality benchmakks.
recentevaluation did not find any impact of the NGA@@&del on qualityof care outcomes overall,
though some groups of NGA€@chieved improvements.

Section IX focuses on specific issues and mitigation strategies associated with some of these features for
populationbased TCOModek.
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Exhibit8. Comparison of Selected Mode&nd Program®asedon Provider Network, Care Coordination and Quality of Care

Model / Provider Participation / Network Coordination of Care Quality of Care
Program
MA 9 Beneficiaries have access te in fTal LI I yaQ I LILINE I ¥ MA uses a fivestarrating system to
network health care providers with coordination varies and often includey rate each contracbased o6
costsharing a focuson disease management. measures of clinical qualitpatient
9 Out-of-pocket costs for receiving 9 Research showthat MA plans offer experience, and administrative
services from nometwork providers better care management and performance.
vary by plan. coordination compared to FFS 1 MedPAC has expressed concerns
1 PFFS plans are not required to have| Medicare?* about the current state of quality
provider networks in areas with fewe reporting in MA%
than two network plans 1 Some research shows that enrolimen
in MA was associated with more
preventive care visits, fewer hospital
admissions ath EDvisits, shorter
hospital andSNHengthsof-stays.
NGACO | 1 Providers can choose to participate il Specific approaches to care coordinatiq § Quality score based onthe/ h Q a
NGACOs. by NGACOs vabut some ACOs are performance on three quality
1 NGACOs can also designate specifi¢ known to use chronic care managemern measures
LINE A RSNE | & & LINX and transitional care management | Qubject to qualitywithholds (2
facilitate coordination of services services. percend from their shared savings if
across the continuum of care. they do not meet quality benchmarks
GPDC Same as NGACO It is anticipated that specific approache{ DCEs are assessed on performance or
to care coordination will vary by DCE aj five quality measures
participating providers. The model allow
the participating DCEs to provide gift
cards to beneficiaries with complex,
chronic conditions to participate in
disease management programs
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Model / Provider Participation / Network Coordination of Care Quality of Care
Program
MD TCOC| Consistent with Medicare FFS, the mog More than 50percentof hospitals had | { Nine quality measureareused in
has anopen network policyall hospitals | implemented care coordination planstq a I NB f I y Rigagsed ifodritid A (
in the state of Maryland patrticipate. reduce spending and hospitalizations. program
1 Measures are included for
performance calculations, rewarding
hospital improvement, attainment of
high level of quality or both.
MSSP 1 Medicare FFS beneficiaries have the | In addtion to the care management 9 MSSP ACOs are required to report o
flexibility to choose their PCP without| programs targeting highisk population, 31 quality measures.
any costsharing implications. MSSP ACOs have financial incentives | { Quality score basedonthe/ h Q&
1 The Shared Savings Program will use underti K S LINPathiNdysi® a performance on three quality
GKS StA3IAot S 0Sy S Succespoliciesto support rural ACOs inl  measures related to care
primary clinician over a claimizased | delivering better coordinated care and coordination/patient safety,
assignment methodology more efficient care for beneficiariesd preventive health, and control of
encourage providers tenter value diabetes, depression, and
based care. hypertension.
9 Subject to quality withholds from their
shared savings if they do not meet
guality benchmarksin 2019 and 2020
hospitals met performance standards
for these quality measures.
BPCI Participants could be hospitals, physici¢ Accountability for patient care Quality meaures for BPCI evaluation af

group practices (PGP&Aoroviders, or
other entities. The agreements also
specifyLJr NI A OA LI yiaQ (¢
payment models, 48 clinical episodes,
three options for episode length, and
three risk tracks

coordination and spending

all-cause mortality, unplanned
admissionsand ED visits within post
discharge period within 90 days of the
initial hospital stay.
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V.C. Comparison of Design Features of Several Medicaid Section W4aiver Programs

Several state Medicaid programs have used Section Whl\fers to implement alternate payment
approacheghat are designedo reduce TCOC. Although the specific goals and underlying
implementation mechanisms vary acradsmonstrations, most of these demonstrations seek to reduce
TCOC by promoting accountable, vahased care and enhanced care coordination. Appendix D.3
provides descriptions of selemd state-level demonstration programs. Additionally, given the integdate
nature of Medicaid ACOs or other managed care arrangements common to APMs, several models
support efforts to address heakltelated social needs either by providing-site social and behavioral
health services or by connecting patients to commuifged partners. Details on selected states with
populationbased models for Medicaid operating undggctionl115waivers are provided below.

Minnesotawas an early adopter of MMC programs and vabased payment approaches. According to

recent estimatesabaut 80 percen?2 ¥ G KS &Gl 15Qa aSRAOIFIAR 0SYyZTAOAI NA
27¢ KS LYGSANIYGSR KSIFfGdK LI NIYSNBKALJA O6LIt a0 LINEIANI
adl dS8Qa Y2 a-based dpdpllaidhasedTCO@ated prograns operating under &ection

1115waiver. IHPs were authorized by the Minnesota State Legislatii#@10and first began providing

services in 2013 with the help of funding from a State Innovation Model A#%&ttHPs are responsible

for delivering alprimary care services, coordinating care, and partnering with community organizations

and social services agenci@8etween 2013 and 2017, the IHP program is estimated to have saved

$185 million after accounting for shared savings payments and avoidguitabcosts’ Beginning in

2018, Minnesota introduced an updated version of the IHP progthifa 2.0, which includes two tracks.

Track 1 is nomisk bearing and is intended for smaller IHPs whereas Track 2 requires IHPs to accept

financial risk under ZCOQCisk arrangement? >3 Under IHP 2.0, IHPs are also eligible to receive a
populationbased payment intended to help support care coordination activitipart of this payment

is contingent on satisfying a series of quality meastifes

Oregonhasalsotaken advantage of th8ectionl115waiverprogramto reduce Medicaid costs through
coordinated, valuéd 8 SR OF NB® LYy wnamuX GKS hNB3I2y | SFHfGK t
coordinated care organizations (CCOs), which function under a capjtaiament system and are

responsible for proving comprehensive, accountable éareLJLINR EA Y G St & dn LISNDOSy
aSRAOFIAR O0SYSTAOAINRSA NBOSA I8In adtitddbto doddikBtidgd K 2y S 2
care across the full spectrum of medical, dental, and behavioral health services, CCOs also offer several
social sevices and educational resources. For example, @8€difestyle classeand other programs

that provide education on topics such as nutrition and exer€i§€ne CCO based in a rural setting

developedditiny homeg for beneficiaries experiencing homelesss Commonwealth article 20998

Research examining the impacts of CCOs sugjigagtoved health outcomes; one study found that

mothers on Medicaid were 13 percent more likely to receive first trimester care post CCO

implementation in addition to expé&ncing improvements in care quality.

Although most state Medicaid payment and delivery system reform efforts are designed according to
the model features used in commercial and Medicare marketsMbdicaid programs have not

typically aligned their model strategies with Medicare and commercial payers due to differences in both
populations and payment rateQverall, Medicaid payments are lower than commercial payments for
similar services, and the Meaid population has higher health care utilization than commercially
covered groupg? The next section providesformation regardingnulti-payerparticipation inseleced
models.
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Exhibit9. Characteristics of MedicaitModels

CareTransformation
Strategies

Payment Mechanism

Measuring TCOC and
Incentives

Issues and Considerations

Selected Medicaid
Section 1115
Waiver Programs

Use of accountable entities
with a network of providers
responsible for delivering a
primary care services
coordinating care across th
full spectrum of services
(medical, dental, behaviora
health), partnering with
community organizations
and social services agenci¢

1 Various payment
arrangements (episode ol
care, bundled payment,
shared savinggapitation)

I Inclusion of norrisk
bearing track for smaller
entities and riskbearing
track for larger entities

I Potential eligibility to
receive populationbased
payment to support care
coordination activities

1 Use of quality measures

1 Varying eligibilig
requirements by State

1 Mixed outcomes
regarding cost savings

9 Opportunities for multi
payer alignment

9 Transferability of ideas
into Medicare
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V.D. Multi-Payer Participation in Relevant Payment Models

PopulationbasedTCOC models may be implemented at the level of a specific health insurance program
(e.g., Medicare, Medicaid, or employsponsored health plansdr these modelsanrepresent

common approacksused by multiple payers that partner to align incentivesaapecific group of
providers. There are limited examplespafpulationbasedTCOC models that are myitayer. Such

models can generata broadimpactacross a state or regicamd may reduce provider administrative
burden associated with being paid difémtly for the same services. Different market characteristics and
insurance laws across the United States can make widespread adoption of these models4ifficult.
However, some providers find that mufiayer alignment can facilitate transition to vatbased caré?

Policy stakeholdersave indicatedhat achieving multpayer alignment is necessary to sustain provider
engagement in valubased payment models across the payer systems in the United States. According to
some experts, valubased models wit multi-payer participation and alignment are much more likely to
generatesystemwide impacts than are similar modetsat arelimited to one single paye#* Part of

GKS /aalLQa aGNIGS3IAO0 202S00GAQS 2 hcluddsagdayobmakingd G 2
multi-payer alignment available in all new models, where applicable, by.£030

Incorporating multipayer participation in APMs affects model design and implementation. Participants

in the Maryland AlPayer Model and Pennsylvania Ruraakh Model (PARHM)both of which govern

hospital payments and incorporate global budgets for hospital operatidra/e notedthe need for

transparency when developing a new model policy, determiningajer rates, and distributing
accountability!® 47

If multiple payers participate in models with global budggtspgram administrators need a resource

such as an appayer claims database to provide a common source of patargl cost data for the

relevant populatiorf® 4 Research shows that providers participating in mpétyer models can benefit

from funding to invest in customized data analytic platforms. Nearly all the participating hospitals in the
Maryland AHPayer Model used data analytics (e.g., predicting-oigt patients) to support site

operations under the global budgétin addition to investments in comprehensive data sources and
analytic platforms, multpayer models should involve an independent governing body with payer and
provider representatiort?

SctionVI. Relevant Features SelectedPTAC Proposals

VI.A. Criteria for ldentifying RelevanPTAC Proposals

Between 2016 and 2020, PTAC received 35 proposals, including 34 propostile tbammittee has
reviewed and 28 proposals that PTAC has deliketaand voted on during public meetingss noted

abovet ¢!/ S@lfdzZd iS4 tCta LINRLRAaAlIfA o6Fl&aSR 2y (KS SEI

regulatory criteria for PFPMs. The secafidhe tencriteriafocuses on quality and cost, specifically
whetherthe proposal is anticipated to improve health care quality at no additional cost, maintain health
care quality while decreasing cost, or both improve health care quality and decreas&lwoshird of

(KS {SONBGFNEQA G(Sy ONbldgh bR the extnt tb Wih&Hithep@podal-ofiers S v i

VThis environmental scan uses the Pennsylvania Rural Health Model definition of a global budget: a fix amount, set
in advance to cover all inpatient and hospitelsed outpatient items and services.(
https://innovation.cms.gov/files/reports/episod@aymentmodelswp.pdf)
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https://innovation.cms.gov/files/reports/episode-payment-models-wp.pdf

a clear and viable path to innovative payment that beneficially creates incentives not presentAtsFFS.
a result, nearly all proposals submitted to PTAC addhespotential impact on costdo some dgree.
However, none of the proposals submitted to PTAC are popultiaed models in which the
participatingentity receivescomprehensiveapitated payments to cover all health care costs for a
defined populationwith varying health care needsdin which the APM entityassumes accountability
for TCOGN this context

Several previous submitters have discussed the use of TCOC measures in their payment methodology
and performance reporting as part of their proposal submissidhs sectiordiscusseshe role of TCOC
measuresn ten PTAC proposadsdincludesan overview of therCO@elated components that were
included inthe proposed PFPMs. The proposals were selected to prgatential insights forfuture
populationspecificpayment and delivery models, episctiased payment models, and advanced
primarycaremodels. The proposalxe relevant tamany differentprovider typesjncorporate different

care modelsrelate to differentclinical settings, anthcludedifferent payment approaches. ExhibitO
provides an overview of the clinical focus and settings, patient populations, and payment mechanisms
represented irthe ten proposed PFPMAppendixEincludes more detailed information regarding

model characteristicSTCOC elemés, andrelevantPTAC comments in the ten selected proposed
PFPMs.
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Exhibit10. Summary of the Care Delivery and Payment Model Characteristics of the Ten Selected PTAC Proposals

Submitter Name

Proposal Name

Clinical FocusProviders, and

Patient Population

Payment Mechanism

and Type Setting Targeted
American Academy of Patient and Caregiver |Clinical FocusSerious illnesg Beneficiariesvith PBPM payment with opportunity
Hospice and Palliative | Support for Serious and palliative care serious/ for shared risk/savings

Medicine (AAHPM)

(Provider association and
specialty society)

lliness

Providers:Palliative care
teams (PCTs)

Setting:Inpatient,
outpatient, andother
palliativecaresettings

advanced illness

Coalition to Transform
Advanced Care (TAC)

(Coalition)

Advanced Care Model

(ACM) Service
Delivery and Advanced
Alternative Payment
Model

Clinical FocusAdvanced
lliness

Providers:Providers with
board-certified palliative care
experience as part of
interdisciplinary care team,
RN licensedclinical social
worker (LCSW), other
clinicians as necessary

Setting All sites of care
during treatment for
advanced illness, including

the home

Beneficiaries with
advanced illness,
focusing on last 12
months of life

Capitated PBPM payment with

downside risk foTCOGnd
upside bonus for quality
performance, subject to
maximum payment and loss
amounts
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https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalAAHPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalAAHPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalAAHPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf

Submitter Name

Proposal Name

Clinical FocusProviders, and

Patient Population

Payment Mechanism

and Type Setting Targeted
University of Chicago Comprehensive Care |Clinical Focug-requently Frail/complex Supplemental PBPM payment
Medicine (UChicago) Physician Payment hospitalized patients beneficiarieswvith with shared risk

(Academic Institution)

Model

Providers:Inpatient and
outpatient providers

Setting Home care and
rehabilitation

hospitalizations

American Academy of
Family Physicians (AAFP

(Provider association and
specialty society)

Advanced Primary Care
A Foundational
Alternative Payment
Model (APEAPM) for
Delivering Patient
Centered, Longitudinal,
and Coordinated Care

ClinicalFocus Primary Care

Providers:All physicians with
a primary specialty of family
medicine, general practice,
geriatric medicine, pediatric
medicine, or internal
medicine

Setting:Primary care
practices

30 million Medicare
beneficiaries (if
implemented
nationally)

TPBPM globaland population
based payments

9 Quarterly performancéased
incentive payments

1 FES limited to services not
covered by the global paymen

American College of
Surgeons (ACS)

(Provider association and
specialty society)

The ACSBrandeis
Advanced APM

Clinical FocusCrossclinical
focus

Providers:Single /
multispecialty practices;
groups of small provider
practices

Setting:Inpatient,

outpatient,andambulatory

Beneficiaries having at
least one of ovel 00
conditions or
procedures

Episodebased model with
continued FFS and shared
risk/savings
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https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalUniversityofChicagoMedicine.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalUniversityofChicagoMedicine.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalUniversityofChicagoMedicine.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/TheACSBrandeisAdvancedAPM-ACS.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/TheACSBrandeisAdvancedAPM-ACS.pdf

Submitter Name
and Type

Proposal Name

Clinical FocusProviders, and
Setting

Patient Population
Targeted

Payment Mechanism

American Society of
Clinical Oncology (ASCO

(Provider association and
specialty society)

PatientCentered
Oncology Payment

(PCOP) Model

Clinical FocusOncology
Providers:Clinicians,
including hematologis and
oncologists

Setting Oncology practices

Oncology practice
patients

TFSS payments

1 Monthly care management
payments

| Performance incentive
payments

{1 Track 2 practices have option
bundling either 5@ercentor
100percentof the value of
specified services.

Avera Health (Avera
Health)

(Integrated, regional
health system)

Intensive Care
Management in Skilled
Nursing Facility
Alternative Payment
Model (ICM SNF APM)

Clinical FocusPrimary care
(geriatricians) in SNFs

Providers:Geriatician care
teams

Setting SNFs andursing
facilities(NF$

Beneficiaries who
reside inSNFs

Onetime payment for new
admission and a PBPM paymer
with two separate shared risk
options (Performancéased
Paymentandthe Shared Savings
Model)

Large Urolgy Group
Practice Association
(LUGPA)

(Provider association and
specialty society)

LUGPA Advanced
Payment Model for
Initial Therapy of Newly
Diagnosed Patients witl

OrganConfined
Prostate Cancer

Clinical FocusUrology/
oncology (treatment of
prostate cancer)

Providers:Eligible
professionals (including
urologists) at large and sma
urology and multispecialty
practices

Setting Large and small
urology and multispecialty

practices

Beneficiaries who are
newly diagnosedvith
prostate cancer
(localizeddiseasé

1 Monthly care management feg
(PBPM for initial and
subsequent 1anonth episodes

i Performancebased payment
for enhancing utilization of
active surveillance
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https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf

Submitter Name
and Type

Proposal Name

Clinical FocusProviders, and
Setting

Patient Population
Targeted

Payment Mechanism

New York City
Department of Health and
Mental Hygiene (NYC
DOHMH)

(Public Health
Department)

Multi-provider, bundled
episode of care
payment model for
treatment of chronic
hepatitis C virus (HCV)
using care coordination
by emgoyed physicians
in hospital outpatient
clinics

Clinical FocusMultispecialty,
hepatitis C infection
management

Providers:Physicians at
hospitatbased outpatient
clinics supporting wide mix
of clinicians, including
infectious disease specialist
gastoenterologists PCPs

Setting Hospitalbased
outpatient clinics

Medicare beneficiaries
with hepatitis C
infection

Bundled payment replacing FFS

with opportunity for shared
risk/savings

lllinois Gastroenterology
Group and SonarMD, LL(
(IGG/ SonarMD)

(Specialty Practice)

Project Sonar

Clinical FocusChronic
disease (Croh® Disease)

Providers: Gastroenterology
practices; communitpased
physicians and specialists

Setting: Patient home

Beneficiaries with
chronic iliness: patients
GAGK | NRKY

1 PBPM payment with twsided

risk

T Additional monthly payment to

support ongoing monitoring
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https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ProjectSonarSonarMD.pdf

VI.B. Summary off CORelated Informationin SelectedPTAQProposals

Costrelated Objectives All ten of the proposed PTAC models in this analysis sought to reduce health
care costsn some form Someof the ten proposals explicitly mentioned reducin@O@s an objective

of the proposed PFPMthrough improved care management, reduced hospital@agiand ED visits,

and avoiding unnecessary services and medicati®omeof the ten proposals sought to reduce the
cost of careelated toparticular episodes of care, defined by diagnoses, prognosis, or procedures.
Finally,a fewof the ten proposal$ocused on reducing utilization of unnecessary services as part of a
pathway toward reduing costs.

Capitationlike Payment ApproachesThough none of the ten proposals submitted to PTAC included
comprehensivefully capitated payments on total costs of caseyeralproposals included partially
capitated payment®n subset of total costs

9 Advanced Primary Care: The AAFP proposal included two forms of PBPM pawriskits

stratifiedcare management PBPas well- & | OF LA GF GSR a3t 26F €t LINRYI N

evaluation and managemenE&M) services.

1 Populationspecificmodels:The populatiorspecificproposals submitted to PTAC included
monthly payments to support a range of care activities. These paymentsiniended to
facilitate care coordination, care by a multidisciplinary care team, and health care delivery in
multiple settings

0 The AAHPM and-TAC proposals both focused on patients with serious and advanced
illness, providing PBPM payments for sersidelivered by a multidisciplinary care team.
The currentMedicare Physician Fee SchedWdPE$does not provide reimbursement
for the provision of many nursing, social work, and spiritual services that are key
components of palliative car&ome proposal noted that nonthly care management
payments that could be used to secure services not otherwise reimbursable would
provide greater flexibility in care delivery than payments to limited types of
practitioners individually under the traditional Medicaresfechedule.

0 The Whicago proposal focused on care transitions between inpatient and outpatient
settings for frail and chronically ill Medicare beneficiatigsgncentivizing the same
physician to provide care in both setting&articipating physicians walifeceive an add
on monthly payment for eligible beneficiaries based on the provision of inpatient and
outpatient services.

1 Episodebased modelsthe six episoddased PFPM proposals cover a range of clinical
conditions and episodes, and as a result tipgiyment approaches varyhough focused on
Medicare beneficiaries with a particular condition or specific episodes of care, four of the six
proposals included monthly PBPM payments to support care management and other services.

0 The proposal by ASGaludes monthly care management payments set to be 2 percent
(Track 1) and 3 percent (Track 2) of total Medicare FFS spending and would vary across
phases of cancer care to reflect resources required for care management in that phase.
The initialcare managermant paymentamounts would be based on historidaCOC and
may be adjusted annually based on trenBarticipants in Track 1 would continue to
receive FFS payments during the episode but Track 2 participants would receive
Consolidated Payments for Oncold@sre (CPOC) that require them to bundle either 50
percent or 100 percent of Medicare FFS payments for hematology/oncsloggific
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professional services, as well as drug costs. The CPOCs would also vary across cancer
treatment phases.

0 The ICM SNF APM pigal also includes monthly payments as well as atone
payment for newly enrolled beneficiaries to support a geriatric care team for Medicare
beneficiaries residing in a SNF. The team would provide geriatric care management and
planning, medication reawiliation, behavioral health support, and transitional care
support.

0 The proposal by LUGPA includes monthly care management fees dchiirey
surveillance for patients with orgaconfined prostate cancer. The proposed $75 fee is
structured to supportiie enhanced services not currently reimbursed by FFS Medicare,
such as tracking AS beneficiaries to ensure compliance, tracking lab results longitudinally
in a consistent format, educating beneficiaries about disease progression, social
services, and reweing the care plan. Providers would receive a $75 monthly payment
during each initial or subsequent 4onth clinical episode.

0 The proposal by IGG/SonarMD includes a-time fee for a remote monitoring device
as well as a monthly care management PBPMrEay for Medicare beneficiaries with
/| N2PKyQa RAaSlIaSo

0 The NYC DoHMH proposal included a bundled epibaded payment (not risk
adjusted) for Medicare beneficiaries with Hepatitis C Virus (HCV). The bundled payment
would support care delivery through thegphases of the episode: a preatment
assessment involving care coordination in phase I; the treatment period is phase Il; and
report of SVR12 concludes the final phase.

0 The ACS proposal does not include populabased payments. Instead, it includes
continued FFS payments during the episode wtnospectivereconciliation against
expected total episodspecific expenditures.

FinancialAccountability for TCOC iRroposed PTA®odels The ten proposals submitted to PTAC used
a variety of methodologies to determine financial accountability for PFPM particigaoseof the ten
proposaldgncluded twasided shared risk for PFPM participants, with potential upside financial gain or
downsice financial loss based on performance relative to performance targets. Owefal,of the ten
proposals submitted to PTAC in this analysis included shared financial accountability for total costs of
care.

1 Theadvanced primary cangroposal from AAFBroposed performancdased incentive
payments that would be paid prospectively on a quarterly basis with annual reconciliation. The
performance of PFPM participants would be based on measures of clinical quality and patient
experience as well as two utilizah measures, hospitalizationsnd ED visitsThe benchmarks
would be riskadjusted with a historical baselin€he submitters of the proposal noted their
strong opposition tAPCPsssuming risk for TCOC.

1 The three populatiorspecificmodels differed inheir approach to financial accountability. One
proposal included accountability for TCOC, but the two others used utilization measures to
determine performancébased payments.

o Inthe CTAC proposal, participants would be eligible for quality bonus payments or
shared losses based on th€OQGor the last 12 months of life with a 4 percent
minimum shared savings/loss rate. A bonus payment would be triggered only if savings
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is at bast 4 percent of a risiadjusted, TCOGpending target; similarly, a shared loss rate
would be triggered only if the excess spending is at least 4 percent of the spending
target. A 4060 percent shared loss rate would be based on quality performance and
compliance with a minimum quality standard, with maximum savings and minimum loss
guardrails in place.

In contrast,though also focused on patients at the end of lifee AAHPMproposal does
not propose to use TCOC as a performance metrics but insteadutilization of

hospice andntensive care unitiCU services at the end of life as a performance metric.
In the Uthicago proposal, amount of the care transition payments was dependent on
the proportion of inpatient and outpatient care delivered by tharticipating provider.
Providers would receive the transition payments if they met two criteria: the percent
provision of inpatient care for their panel of enrolled patients exceeds 50, and the
provision of outpatient general medical care for their paokénrolled patients exceeds
67 percent

1 Inthe sixepisodebased modelsook the following approaches to financial accountability

(0]

In the IGG/SonarMD proposal, the ARNRtity would be eligible for shared savings up to
10 percentof spending and be required to repay losses up pefcentof spending

based on retrospective reconciliation against a-asljusted target price. The model
would also include stofoss provisions and outlier protections. The submitter
considered whetheto propose accountability for episoelpecific costs or TCOC and
calculated target prices both ways in interactions with PTAC during review.

Inthe ASC(proposal performance incentive payments reflect performance on aist
care metricsaas well as adirence to clinical pathways and quality. The three
components are unplanned hospital admissions, ED and observation care visits, and
supportive and maintenance care drug costs. Performance on these metrics would be
compared with an external group, adjustifay case mix. In track 2, up to 10 percent of
the comprehensive oncology care payment is subject to adjustment based on
performance.

The proposal frolbUGPAncluded a performancbkased payment reflecting provider
performance on quality measures and abtosts of care for all conditions during the AS
episode compared to a historical benchmark.

The proposal frooNYC DoHMIhcluded bonus payments and penalties based on its
sustained virological response (SVR) ratigh the riskadjusted rate compared tan
established benchmarkhese bonus payments (or penalties) for each patient who
achieved (or did not achieve) SVR would be calculated by applying-déidi@ined
shared savings rateeflecting annual HCV costs avoided and the expected years of life
ganed. nly medical costs for H@¥lated disease would be included.

TheACSroposal included a riskased contract with CMS for the quality and cost of its
contributions to a set of procedure or condition episodes defined in the contract.
Incentive paymets would be made retrospectively based on the difference between
the observed and expected spending for the episode. Each clinical role would be
assigned a fixed proportion of the savings or loss amount. Savings or losses would be
attributed to each partiipating QP based on the episodégy areinvolved in and on

their specific role in that care. The APM entity would receive a share of these gains or
losses based on the contract with CMS.
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0 The ICM SNF APM proposal included two approaches to performancairageent. In
the first simpler option, an APntity that failed to meet performance standards would
receive reduced onéime and PBPM payment amounts in the following year.
Performance would be determined using 11 measures of clinical quality, health
outcomes, and indicators of health care cost management. In the second shared risk
option, actual Medicare Part A and B expenditures (with some exclusions) for all health
careservices received by residents during their SNF/NF stays (including services
delivered in hospitals) plus 36ays postdischarge would be compared against HCG risk
adjusted target amounts based on historical spending. The reconciliation would occur
annually. Beneficiaries attributed to other programs (e.g., ACOs) would be excluded
from these calculations. Shared savings would be limited to 10 percent of the target
amount, and repayments would be limited to the otime and PBPM payments.

VI.C PTAQssessmerd and Recommendations Related ®opulationBased Models /
Approaches and Efforts to Redud@&cOC

This section draws on an analysis of PTAC voting patterns and comments on proposstbPFPM
KAIKEAIKG tegardingd® 2F OWRAISNA I Of 2aSt & | a2 OmehtsiSR gAd
in Reports to the Secretapn TCOC in the context of PFPM development

PTAC Findings Regardi@gnsiderations fothe Use ofTCOC in PFPBevelopment The following are
keyfindings from a synthesis of PTAC comments and recommendations regardsiderations for the
use of TCOC in PFPMs based mviewof PTAC voting patterns and recommendations for proposals
that were deliberated and voted on by the Committee

f AL NIGAOALI GAY3 LINPDOARSNIDEA | 0Af Ale& hareds®RRgSE OG ¢/
and penalties based oRCOCFor two proposed models {TAC and LUGPA), PTAC expressed
concern about the appropriateness of calculating shared savings base@@@For example,
in the LUGPA proposed model, PTAC noted that holding urologggtensible foTCOQvith
shared risk for patients under active surveillance for prostate cancer did not accurately reflect
dzNRf23Aa0aQ NRfS Ay 20SNrftf LI GASYyd OF NB®
9 Accountability for TCOC could lead to unintended incentives for participants. PTA® g st
whether the CTAC proposed model, which would hold APM entities accountabEGQGN
GKS flraid mu Y2ydkKa 27T . yheSynidieeinGcd thiatiénts TS> 41 &
may not receive serious illness services from the APM entity dumatgentire period andhat
shared savings could create incentives to stint on care at the end of life.
1 PTAC discussed alternativesitoO@roposed in two cancer care models (HMH/Cota and
IOBS). HMH/Cota left open the possibility of shared savings baseither TCO®r the cost of
oncology care, and PTAC ultimately recommended @MMI| testthe approach to shared
savings for HMH/Cota. In addition, while PTAC praised IOBS for holding oncologists accountable
only for cancerelated expenditures rather thafor TCOCPTAC members noted that isolating
cancer care expenditures will be challenging and may raise implementation challenges.
f ¢KS | LILINRFOK (G2 OFfOdzZ FGAYy3a o62ydzaSa FyR LISyl
care.PTAC expressed comneabout the approach to bonuses and penalties in NYC DOHMH,
whereit wasproposedthat bonuses béasd on estimated lifetime savings from curing

52



hepatitis C. PTAC noted that this approach is unprecedented in Medicare and that it would
reward providers for cost savings that were attributable primarily to prescription drugs.

1 Alternatives to TCOC may be appropriate for certain FEEPWAC members remmended
several alternatives to calculating shared savings based on reductid@Ogincluding
measuring utilizatiorsuch asavoidableEDvisits and avoidable hospitalizations (Avera Health),
focusing on the costs of care related to the targeted candi{fLUGPA) and avoiding shared
savings entirely (Avera Health;T@C)>?

SectionVIl. RelevantPerformance and Outcom®easures used in Reporting
and Evaluation

Validated performance measurase used tcset payment rules andvaluate the effectiveness of efforts
to reduceTCOCThe rekvantliterature highlighsthe importance of evaluating all aspects of health care
coststo completely understand the impacts of interventioredated to TCOCMeasures employetb
reduceTCOGnclude those associated with cost in different categosiesh asnpatient, outpatient and
selfadministeredprescription pharmaceuticalphysician services as separate from facility costs, and
provideradministered pharmaceuticals. Theerature also emphasizes the importance of including
related measures foutilization, quality of care, oubf-pocket costs, and patient experience.

This sectiorsummarizes findings froite literature on performance measureslated toreducing TCOC
while maintainingor improvingquality of care and patient experience useddopulationbasedTCOC
models includingmulti-payer models. The section also includes additiamfarmation aboutspecific
measures used in selected CMMI models arehsures that wre proposedin selected PTAC proposals

VILA. Performance Measures fdReducing TCOC

As noted above, some definition$ TCO@mphasize the importancef measuing andaccounting for
G§KS daadzy 2F |t ddeadd DeBubng (218 Y) Beli TCOGER Zomposite
measure of costgeflecting total medical expenditures by both insurers and patiestslincorporating
the following*:

1 Payments by insurers and patients (including deductibles and copayments)
1 Uitilization (ncludinginpatient admissions, outpatient visits, physician vigtgentially
preventable events, radiology and therapies, gmdscription$
9 Health care access (including geographic access to health care services and continuity of care)
1 Quality (including the Qaility Index Score and organization or contelependent metrics)
1 The cost of the services themselves (as distinct from payments by insurers or patients)

Theauthors posithat evaluating new initiatives using a TGfo€used approach will help progrartes

improvethe health caredeliverysystemandwork toward aligring incentives to a populatiotrased

approach Theyindicatethat when conductingevaluations, performance metrics should incorporate

more sophisticated risk adjustmensegment populations byegalth status and illness burden, be

actionable and transparent, and come from a readily available soltagere and DeBuono assert that
evaluations focusedon TCGibuldf 221 G ljdz- t Adex dziAftAT I GAR2Y S YR
components o2 @S NI f t LIBAIFaRHeMed/fd Getnonstrable impacts on population he#lth.
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Including Pharmaceutical Costs as Part of Total Cost of Qdgayen et al(2016) developed aCOC
estimator to better understand the impact of diseas@nagement interventions on TCOC for a patient
population with nonvalvular atrial fibrillation (NVA®)n their TCOC estimator, the autharsed

medical and pharmaogiaims data from the IMS PharMaetsi Health Plan Claims Databasel

developed models to compare current and projected medical care costs for different interverfiens
tool was developed using commercial claims datd may provide an example lodw tools focused on
TCOCan helpcosteffectively supporfpopulation health management

Somesources highlighdifferent perspectives ohow to incorporatepharmaceutical costand
pharmaciesnto TCOGQneasures. Others include pharmaceutical costs in their analyses of TCOC and
argue forsuchinclusion For examplgParekh et al(2018) argue that pharmacies need to be more
deeply integrated into payment and delivery reform in order to redliGOC’ Along the same lines,
Doucette (2021) evaluatedinancial outcomes for a valdeased payment program using performance
determined capitated payment®r community pharmacies offering enhanced clinical seryities

author findsthat the programsignificantly reduced total costs of care in a commercial population with
one or more chronic conditiorf$

Other authorsnote that there may benodel and patienispecificissuesassociatedvith including
pharmaceutical costs in TCOC measures this eason, alternative approaches amcommendedor
preserving valudbased carén the context of increasing pharmaceutical pric®@sarogiagboiet al.

(2027 note concerns with including drug spending in APM bundles for cancer care, due to constant
innovation and lack of lowecost alternatives in cancer treatmefSimilarly Lyss et a(2020) find that
the inclusion of pharmaceutical costs in TCOC measures inGMx6uld havehe unintended
consequencef discouragingise of highcost novel treatmentsTheauthorssuggest holding clinicians
accountable for avoiding use of levalue therapies, rather thafor overall pharmaceutical costs.

VII.B. Performance Measures for PopulatieBased Approaches / Improving Pers@entered
Care

I S £ (Kt TiothlXC g6 NEa@ and Resource Use (TCOC) messurapproachs one of the only

published establishedopulationtbasedmeasuref TCOGhat has been reviewed and endorsed by the

National Quality Forum (N@®1 S| f G Kt I NIy SNAR Q T N diff&entnidsuresa/ O 2 N1.J2 NI
Total Cost Index (TG@Nda Resource Use Index (Rith)support multiple levels of analysis. Using both

tools together,userscancompare cost, resource, and utilization metrics by condition cohort, procedure,

and patient®® TheTClis a comparative tool to reflect the cosffectiveness of managing the patient

population, and it is calculated lmpmparing riskadjusted PMPM cost measurements (developed by

combining administrative claims and membership eligibility data and rigkczd G A y 3 A G K W2 Ky &
Adjusted Clinical Groups system) with f&&kusted PMPMs from peer groups and benchmarfke RUI

calculates the incidence and intensity of services used to managedition or procedure, and it is

calculated using HealthPsitS NBE Q ¢ 2 GF € / F NB wSt I (A @SUtim&tely2 dzZNOS  + | §
LINE GARSNE OlFy fSOSNI IS | Sk dKt | NI yeSdhtidates 8f & dZNE Y Sy
future health care costs, discover areas for potential cost reduction, and ultimalyce TCOC.

Muchwork onperformance measureslated topopulationbasedpayment models relates to how
ACOs are monitored and evaluatédcDowell et al. developed a comparison of methods for
aggregating quality measures in ACOs and noteddiffgrent weighting and grouping of quality
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measures could have significant impaotsoverall model scores, potentially impacting shared savings
payments?3

In their review of valudased purchasing programs (VBPs), Damberg rbtdd that there were
relativelynarrow sets of measures used when determining payments, but they also highlighted that
there was somalifferentiation in measures among models, especially when the type of VBP was
consideredOlderVBPs, like pafor-performance (P4P) programs, historically utilized quality
performance measures, while newer program types, like ACOs and bundled paymemisoiate both
cost and quality measures in their physician incentive and payment determination methodologies.

Documented measures varied across program type and situation, but typically included clinical process
and intermediate outcomes measures (sudtle Healthcare Effectiveness Data and Information Set
[HEDI¥or Joint Commission measures), patient safety measures (such as surgical infection prevention),
utilization measures (such as ED useS$and ambulatory care sensitive hospital admissions), a

patient experience measures (such as Consumer Assessment of Healthcare Providers and Systems
(CAHPS) surveys).

ACOs and bundled payment programs alsmmonly included cost measures, suchiT&OCEXxperts
expressconcern with existing performance meassafor VBPsnoting thatmany of themeasuresused
only address a small fraction of care delivered by providadsencouraged providers to focus
improvement efforts on things that are measudgather than overall improvemenMany of these
expertsreconmend shifting the focus of measurement to performance areas thataayging or
creating a broader and more comprehensive set of measuoesest encourage broad improvements
and understand the overall impact of prografis.

Navathe et al. examined the acts of participation in the Populatidmased Payments for Primary Care
(3PC), a capitatiechased primary care payment system introduced by the Hawaii Medical Service
Association in 2016, on quality, utilization, ahdOCWhile the authors could not detnine the results
of longerterm outcomeson TCOCthey did note that the program was associated with small
improvements in quality and reduced utilizatiéh.

Quiality neasures irthis analysis includehfluenza vaccine, patient experience, tobacco caesaind
follow-up, social determinants of healttSPORlassessment, adolescent wehre visits, developmental
screening in the first 3 years of life, screening for symptoms of clinical depression, and weight
assessment and counseling for nutrition and gibgl activity for children/adolescento examine cost
and utilization, the authors examined claibased secondary outcomes, including primary care
spending per member per yeaggregate medical spending per member per yaad utilization of
primary care, hospital, ED, specialists, laboratory tests, and prescription drugs.

VII.C. Performance Measures Used Selected CMMI Models That Relate TeCOC

Tenselected CMMI modelsse a variety of measures tack performanceand evaluate their impet on
TCOCWhile some models, such as the MarylakidPayerModel, explicitlyreference the concept of
TCOGnN their payment methodologiesneasuresandevaluations, most models addre§€O0Ghrough
a combination of spending assessments and utilizati@asures gathered from claims data.
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For example, the evaluation of the NGACO model, aimed at reducing unnecessary utilization in the
Medicare population, pairs utilization measures such asstakdardized, altondition readmissions;
all-cause unplanneddmissions for patients with chronic conditions; aa@S@dmissions with
assessments of gross and net Medicare spending to provide insigiti€©g&Similarly, the OCM
evaluations pair assessments of total episode payments and net Medicare spendindiizitian
measures likdnospital admissions and ED visits
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Exhibit11l. Performance Measures Associated with Selected CMMI Models

CMMI Model

Performance Measures Related tacCDC

Accountable Health
Communities (AHC)
Model®®

CostMeasuresTotal expenditures PBPM
Utilization Measuresinpatient admissionsadmissions for ACS@$8-day unplanned readmissionsD visits
Quality Measureshealth-related social needs (HRS#®3olution; closed navigation cases

Financial Alignment
Initiative (FAI) for
Medicare-Medicaid
Enrollee$’

CostMeasuresMedicare Part A and B spending; prescription drug costs

Utilization MeasuresAll-causereadmissios; encounter data

Quality MeasuresAnnual flu vaccindpllow-up afterhospitalization for mental iliness; edication adherence for
diabetes medications

Global and
Professional Direct
Contracting (GPDC)
Model®®

CostMeasuresTCOGQall expenditures incurred by Medicare, including capitation payments,ct@imsbased
paymens, and FFS claims paid on behalf of aligned benefictiries)

Utilization MeasuresAll-causeunplanned admissions for patients with multiple chronic conditions:stakdardized
all conditionreadmissionsdays spent at home

Quality Measures: Patient expence of care survey (CAHPS); timely follgmafter acute exacerbation of chronic
conditions

Maryland TCOC
Model™

Cost Measurestotal Medicare Part A and B spending; hospital spendinghigpital spending

Utilization Measuresinpatient admissiongED visits

Quality MeasuresPatient experience of care survey (CAHPS); controlling high blood pressure; diabetes hemogl|
Alc (HbAlc) poor control; initiation and engagement of alcohol/drug dependence treatment; body mass index
screening and followap

Medicare Shared
Savings Program
(MSSp*

Cost Measure$er capita expenditurés

Utilization Measurestnplannedhospital readmissionsidmissiongor patients with multiple chronic conditions
Quality MeasuresACO Quality Performance Standard (83asures, includinmeasures from CAHPS, suclyetting
timely care, appointments, and informatipprovider communicationLJ- G A Sy (G & Q NJaécasy ta specislistd
andcare coordinatiojf®

Next Generation
ACO (NGACO)
Model™

Cost Measurestotal Medicare Parts A and B spending

Utilization MeasuresAll condition readmission; SNF-88y allcause readmission; athuse unplanned admissions fo
patients with diabetes, heart failure, and multiple chronic conditions; ambulatory sensitive amred@dmissions for
chronic obstructive pulmonary disease@PDpand heart failure

Quality MeasuresPatient experience of care survey (CAHPS); documentation of current medidattbesmedical
record; screening for future fall risk; preventigare and sreening measures; clinical care fosrek populations:
depression, diabetes, hypertension, ischemic vascular disease, heart failure, and coronary artery disease
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CMMI Model

Performance Measures Related taCDC

Bundled Payments
for Care

Cost MeasuresNot applicable
Utilization MeasurestHospitatwide all-causeunplannedreadmission

Improvement Quality MeasuresAdvance Care Pla@MS Patient Safety and Adverse Events Composite (CMS ;FPritperative
(BPCI) Advanced | care: selection of prophylactic antibiotic; hospitalt@@y mortality rate; complication rate following total hip/knee
Model™ arthroplasty

Oncology Care Cost Measurestotalepisodepayments, net savings/losses to Medicare, Medicare Part A payments, Medicare P4

Model (OCM}®

payments, Medicare Part D payments
Utilization measuresproportion of patients with allcause hospital admissions; proportion of patients witkcallise E[QJ
visits; proportion of patients that died who were admitted to hospice for three days or more

Quality MeasuresPain intensity quantifiedplan of care for painscreening for depression and follewp plan; patient
reported experience of care; clinical quality of care; care plan; receipt of specialist report; documentation of curi
medications in the medical record

Comprehensive
Primary Cee Plus
(CPCHJ

Cost Measures\ot applicable

Utilization Measures: acute hospital utilization; ED utilization
Quality MeasuresPatientexperience ottare survey(CGCAHPSyontrolling high blood pressuréiabetes hemoglobin
Alc (HbAlc) poor control

Primary Care First
(PCF) Modé?

Cost Measures: total per capita cost

Utilization MeasuresAcute hospital utilization

Quality MeasuresPatient experience of care survey (CAHPS); advance care planningesiabetoglobin Alc
(HbAZ1c) poor control; controlling high blood pressure; colorectal cancer screening; days at home
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VIL.D. Performance Measures Proposed in Selected PTAC Proposals

Exhibitl2 summarizes the performance measures related @OQGhat submitters recommended for use in evaluating the satectedmodels
proposed to PTAGomePTAGroposed modelslike those from Ghicago and NYC DoHMdirectly mention accountability viiCOGsa key
aspectof accounting for performanc®©ther PTA(Qroposed models rely more amsingmeasures of utilizatiodeveloped through claims data
such as ED visit&;U days, and hospital admissiaasndirectly calculate healtharecosts and account fofrCOC

Exhibit12. Performance MeasureRelated to TCOBroposed in PTAC Proposed Models

PTAC Proposed Mode

Performance Measures Related t&€CDC

American Academy of
Hospice and Palliative
Medicine AAHPM

Cost MeasuresfCOCspending

Utilization MeasuresReceiptof hospice caregnrollmentin hospice more than 7 days before death; KE&ys
during the 30 days before deatBDvisits hospital admissioni the last year of life

Quality MeasuresQuality of communicationtimeliness of response targentneeds;adequacy of treatment for
pain and symptoms; likelihood to recommend the PCT to friends or family; completion of a comprehensive
assessment; screening for pain, dyspnea, nausea, and constipation; discussion regarding emotional needs/s
for arxiety or depression; discussion of spiritual concerns; discussion of advance care planning; structured
assessment of caregiver needs and distress

Coalition to Transform
Advanced Care (TAC)

Cost MeasuresACM episodexpenditures

Utilization MeasuresHospital admissions; ED visits; ICU days; readmission rate

Quality MeasuresTimeliness of Careesponsiveness to emergent medical issues; advanced care planning; vis
frequency; care coordination

University of Chicago
(Uthicago)

Cost MeasurestCOC
Utilization Measuresaumber of unplanned hospitalizations; number of ambulatory care sensitive hospitalizati
Quality MeasurestJF G A Sy 1aQ NI GAy3 2F LINPOARSNI RSLINBaaiAzy

American Academy of
Family Physicians
(AAFR

Cost MeasurestCOC

Utilization Measuresinpatient hospitalization utilization; ED utilizatiomdmissions and readmissions; duplicative
clinically unnecessary testing; medicatigrlated complications

Quiality MeasuresCore Quality Measures Cdll®2 NJ (patiéhtchiered medical homePCMHB/ACO Primary
Care Core Set, including clinical quality, patient safety, and resource use measures
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PTAC Proposed Mode

Performance Measures Related t&€CDC

American College of
SurgeonsACS

Cost MeasuresNot specified

Utilization MeasurestUnplannedhospitalreadmission within 30 Days pfincipalprocedure

Quality MeasuresSurgical plan and goals of care, postoperative care pantification of major cemorbid
medical conditionspreventve care and screening: tobacco screening and cessatiornvienéion; preoperative key
medications review for anticoagulation medicatjgrostoperative care coordination and follewp with
primary/referring provider, postoperative plan communication with patient and family, and-giesharge review
of patient goal®f care

American Society of
Clinical Oncology
(ASCOQ

Cost MeasuresfCOC supportive and maintenance drug costs

Utilization MeasuresUnplanned acute care hospital admissions; unplanned emergency and observation care
hospice admissiorghemotherapy receipt at endf life

Quality Measure: Care Plamreventive care and screening

Avera Health(Avera)

Cost Measuredviedicare PariA spending; Medicare Part B spending

Utilization MeasuresED visitsSNF readmissionkpspital readmissions

Quality MeasuresAssessments of shestay residents; function of shegtay residents; assessments of lestgy
residents; function of longtay residents

Large Urology Group
Practice Association

Cost Measures: Medicare Part A payments; Medicare Part B payments
Utilization MeasuresTime on active surveillance (AS); utilization of AS

(LUGPA Quality Measuresshared decisiomaking;
New York City Cost MeasuresiCOC
Department Utilization MeasuresResource utilization

of Health and Mental
Hygiene(NYC DoHMH

Quality MeasuresRiskadjusted, &cility-based SVRcore matched cohort study analyzing the impact of care
coordination onTCOQGor Medicare and Medicaid FFS beneficiaries

lllinois
Gastroenterology
Group and SonarMD,
LLC (IGG/ SonarMD)

Cost MeasuresAverage total cost per patient; average inpatient cost per patient; average emergency room ¢
patient; average biologic cost ppatient

Utilization MeasuregHospital admissions; ED visits

Quality MeasuresPatient satisfaction; proactive patient engagement
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VII.E. Performance Measures Used for Metayer Models

Several current CMMI models amaulti-payer models and incorporate partnerships with other payers
and states to help advance health, including the SCPC+, the Maryland TCOC Model, the Vermont All
Payer ACO Model, Community Health Access and Rural Transformation (CHART) Model, OCM, the
Pennsylvania Rural Health Model, and PCF.

Among these models, performance measures can differ between Medicare implementation and private
payer implementation. For example, in the OCM, in which both Medicare providers and private payers
participate, priate payerscandevelop their own payment incentives, while aligning with the Innovation

/ SYGdSNRna 32Ffa F2N AYLNE IS \CHY provilleg pagersMih LINR GA AA 2y
recommended measures, highlighted in t&€MOther Payer (OCMDP)Core Measug set includng

the sameclaimsbasedquality measuresas theMedicare Model proportion of patients with altause
hospital admissions, proportion of patients with-edluse ED visits or observation stays that did not

result in a hospitahdmission, angbroportion of patients that died who were admitted to hospice for

three days or more. Payers are not required to collect pragigmrted measuresbut if they do, they

are encouraged to use the same subset of Consensus Core Set measdrby @VS to determine

OCM performancdased payments. Payease encouraged not to capte additional practiceneasures

that arenot included in the OCNDP Core Measure Sét.

With the goal of producing a replicable strategy for redudi@Dn multipleregions,the Network for
wSIA2ylFt | SFEGKOFNS LYLNRGSYSY(d oOobl wLO Lzt AaKSR
Total Cost of Care Using Muilti- @ SNJ 5+ (i 4SGax¢ R20dzYSy G Ay IThHeKSANI ¢ 2
pilot used the HealthParers TCOC tool to measure the outcomes of the prdject.

SectionVIll. Findings from Research Related RopulationBasedTCOQ/odels

Models that aim to reduce TCOC include other important objectives suadasing preventable
utilization, improving quality of care, improving patient experience, improving equity, and ggrgra
innovative payment arrangementadditionally, there is a financial interest in understanding the extent
to which interventions imfgmented under populatio#fbased models provide a positive return on
investment from the provider perspective.

Efforts to reduce TCOC vary based on the needs of the individual patients and resource constraints, and

an effective TCOC intervention for one péation might not be appropriate for another. This section
summarizedindings fromthe implementation and evaluatog ¥ RAFFSNByd Y2RStaQ | yR
a2aiS8SYyaQ STT2 MisadonRreviidbdR pzeeGewed literature and evaluations of CMMI

models.

VIILA. Increasing Financial Accountability

9F NI &8 LISNF2NYI y M&dichdShared Savings Ridghnggest th& ACOs with greater

financial accountability are more likely to deliver better coordinated and efficient care for Medicare
patients.These ACOs joined one of tikSS®2a Yy S g LI NI AOA LI GA2y 2LJiA2ya 2y
LINEPANF YQA tFOGKglea G2 {dz00Saa LRfAOASATI ogKAOK @SN
benchmarks and provide incentives to take on downside ##sk.
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VIII.B. Reducing Avoidable Health Care Utilization

Evaluations opopulationbasedTCOC approaches have yielgdmisingfindings onthe impact on
avoidable health care utilization. For exam@eagecent evaluation of a valdeased payment program
with capitated payments for community pharmacies that offered enhanced clinical services found
reducedTCOQor the beneficiaries with one or more chronic conditions and-statistically significant
reductions in hospital admissions and ED viSits.

A recent evaluation of the PCMH ProvenHealth Navigator (PHN) mvbdgd includeda shared saving
incentive payment based on quality outcomes found that the model was associated with a total
reduction of 56 admissions per 1000 patients per year, 21 fewerissions per 1000 patient per year,
and anestimatedcumulative total spending reduction of seven perc&Dther iterature shows
evidence of the success of the PCMH program for reducing ED visits, utilization, arfé®e8/$ts° One
studyshowed that practices with PCMH status had reduced total Medicare payments, acute care
payments, and emergency room visits for Medicare FFS beneficiaries

TCOC approaches are more likely to target beneficiaries with the potential for reducing expenditur

and utilization. For example, Medicare FFS beneficiaries who met AHC eligibility criteria had higher total
expenditures, inpatient admissions, ED visits, and unplanned readmissions than beneficiaries that did
not meet the criteriaEarly findings fromhte AHC modehdicatesome decreases in ED use, with
beneficiaries in the intervention group having nine percent fewer ED visits than their control group
counterparts.

An evaluation of a communityased oncology OCM participant (Cancer Care Specialiditaas)
engaged in a riskased relationship with New Century Health within the vahased model and
leveraging clinical pathways revealed a 13.5 percent reductioménall drug spending during a-15
month period (from October 2017 to January 201%) €valuation identifiedmportant factors
contributing to this decrease in spending including physician adherence ratetimmedtientification of
high-cost dugs and regimens, and a rapid desktop access to catalog of higher value alternative
therapies>

During the first years of CPC+, participating entities slightly reduced the rate of acute hospitalizations for
Track 2, slightly reduced the rate of ED visits, and minimally slowed the growth of billable ambulatory
primary care visits for Track®2.In 2019, 541 ACOs participating in the MB%Rpredecessor of NGACO

and GPD€ generated $1.19 billion in total net savings to Medicare with continued reductioRA@
spending, hospitalizations, and ED vi&its.

Medicaidmanagedcare (MMC)delivers Medicaidhealth benefits and additional servicesriearly two
thirds of Medicaid beneficiarighrough contracts with Medicaid agencies ad€Oswith PBPM
capitation paymentsThrough contracting with different MCOs to deliver Medicaid health services,
states carreduce Medicaid program costs and more effectively manage the utilization of health
services*

Medicaidprovidesthe mainsource of financing for lortgrm care serviceandriskbased managed
care continues to grow as states expahdir MCO contractig.®® Recenty, studies havexamined the
impact of MMC on cost, quality, and accesslnoted varying findings from staté8°” While there is no
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definitive evidence of reduced health care utilization for adults in MMC, one $tuclyildren in
Medicaidprogramsfound that MMC decreased outpatient utilizatiShAdditionally,an evaluation

found thatincreased MMC in a county might be associatedh\ait increase in the probability of an ED
visit®® Finally, anotherstudy found that Medicaid Pay for Performance (P4P) programs in Minnesota and
Alabama had success in reducing hospitalizattths.

VIII.C Improving Quality of Care

Value-basedpaymentmodelsare sometimegpromotedbased on the observation th&iigher costs

often lead topoor quality care health outcomes, and thtatgetedimprovements in the quality of care

canlead to better outcomes and lower health care costs ovéPal 2019evaludion of the commercial

LX -y . fdzS / NR&aa . f dzS -baskdipSyiménts fofprihaly gafedntl atthelJ2 LJdzf | G A 2
populationbased payments and TCOC incentiwese associated with small improvements in quality of

care in the first year of implementation (i.e., 2.3 percentage point increase in thetaskardized

probability of meeting quality measures).

The TCOC incentive changed from upsidly in the firg year of provider participation to a twsided
risk-based on the same benchmark. Initial resljusted PBPM payments included adjustments for panel
risk and priofyear performance on quality and TCOC to rewa@P$or high quality care and/or low
TCOCScondary analyses suggested that the quality improvements were primarily captured in process
measures for advanced care planning diabetes care, blood pressure contrblpdyndiass indexgMI)
assessment¥?

CMMImodels aim taeduce costs while improvinor at least maintaining the quality of caf@uring the

first three years, QB* slightly increased the percentage of beneficiaries with diabetes who received the
recommended services and slightly increased the percentage of female beneficiaries whedecei
breast cancer screeninglowever, on measures of care continuity, fragmentation, and
comprehensiveness, CPC+ practices did not score significantly better tha®R@n practicé€® While

the impact has yet to be evaluated, new incentives in the Maryland TWGS9i€l to reduce TCOC have
encouraged hospitals to partner witPACracilities, home health agencies, and other facilities to

improve the quality and efficiency of care episod¥s.

VIII.D. Improving Coordination of Care

Care coordinatiorused in the context of populatichased TCOC modeéésoften evaluatedndirectly by
looking atutilization, quality, and cost of care outcomassociated with a program overall, rather than
narrowly considering the impact of specific care coordination activities that those implementing the
program may deployPopulationbased payments, valdeased payments, and other TCOC approaches
give health care systems greater financial flexibility to rextiresources to where they are needed, such
as rapid rampups of telehealth or deployment of care coordinators to serve as contact tréd®dteer
reviewed research ohow populationbased TCOC modeispact care coordination activities is limited.

Effectivecare coordinationespecially for higleost patientspresentsan opportunity to improve care
while reducing cost&® However, fewlarge rigorous studies have evaluated the eeffectiveness of

care coordination Those that do presemhixedresults®”1% 19 For example, a randomized trial on the
effect of homebased nurse care coordination on Medicare patients found significant net cost s&ings.
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Anotherstudy on the impact of MMC in various t&ta found that MMC iDregonwas associated with
animprovement inaccess to prenatal care with its coordinated care model

Evaluations of selected CMMI models found minimal Medicare net savings after accounting for shared
savings and additional paymentdext Generation ACOs (NGACOs) showed reduced spending on SNFs
and other PAC facilitiés! Peerreviewed research on reduced spending from care coordination relative
to its cost is limited. Some research shows returns for interventions targetingisigh

beneficiaries'?!® Interventions focused on care transitions also show promising results for reducing
cost of carg4t1®

VIII.LE Improving Patient Health and Experience of Care

There idimited evidence of the impact gfopulationbasedTCOC approaches atikir effect on

patient health and experience with cafzaluations of selected CMMI models have shown no
improvement in health outcomeand keneficiaries served by CPC+ and OCM practices did not rate the
quality of their care experiere differently from comparison group®® *’However,duringtheir third
performance year, CPC+ practices did repiarelier follow-up after hospital stays for Track@ative to
comparison beneficiaries

MA plansreceive a capitated monthly payment pwovide Parts A and B benefits for each beneficiary
they enrol| creatingan incentive to manage care utilizatiéf One 2017 studypy Timbie et alused
Medicare Consumer Assessment of Healthcare Providers and Systems (M@&bRB¢sand claims
data to assess patient experience for beneficiaries in MA plans versus FFS and foluhdl thanhs
outperformed FFS plans on most patient experience measétanother studyusedresults fromthe
2015 Medicare Current Beneficiary Survey (MCiB8udingmetrics ofpatient-perceived integrated
care (PPIGInd foundthat patient perceptions of integrated care were largely similar acidgs ACO,
and FF®ealth care system&?°

VIILLF. Improving Equity

There is limited research on the extent to whipbpulationbasedTCOC models address equity

specifically. However, there are findings on the relationship between these models and outcomes that
reflect disparities in care for vulnerable or marginalized groups including those defined by race and
ethnicity. Recent studieshowthat incidences of patient depression, dementia, limitationadtivities

of daily living functional status, and residlgin areas of mental health care shortage or high

unemployment are associated with substantially higher TCOC, after risk adjptséiThere are

significant racial and ethnic disparities in behavioral and mental health care outcomes and the incidence
of mental healthconditionslike depressior?%!%®

Cognitive, affective, and behavioral health conditions are among the costliest and fastest growing in the
United StatesTheseconditions are also the leading cause of disability in the nation, and often coexist
with co-morbidities like heart diseases, hgfpension and diabetes. Interventions that seek to address
these conditions and unmet needs for these underserved populations have the potential to create
substantial TCOC savings.
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One qualitative analysis 80 provider organizations participating inédicare ACO demonstration
programs between 2012 through 201&undthat while there was substantial interest in integrating
behavioralhealth care into primary care across thmajority of ACQ, there was limited evidencinat
acting toimprovebehavioral lealth care for theipopulationsreducedcosts for beneficiaries with
unmet behavioral health care need$®

Compared to other populations dueligible beneficiarieare poorerhave higher levels of frailty, more
chronic conditions, and are more likely havefunctional and cognitive impairment®hile evidence
suggests that dualigible beneficiaries have limited access to providirste are no recent findingson
the impact ofpopulationbasedTCOG@nodelson improving this disparity in acce%¥512’ A recent study
by Fung et.al found that physician dualigible caseloads declined from 2012 to 2017, despite a pay
bump implemented by théffordable Care AGQACAto incentivize Medicaid beneficiary inclusiand
promote access and utilizatio These results aligned with previous findings on the relationship
between the2013;14 Medicaid fee bumpndphysicianreported measures of participation in
Medicaid which showed no improvement in participatiéfiWhile racial and ethnic minorities are
overrepresented in the treatment group for the AHC model, future reports will examine whether model
impact differs by race and ethnicity?

Finally, an observational differendée-differences analysis conducted safetynet and nonsafety net
hospitals int the BPCI model found that safety net hospdasot perform differently from the other
hospitals in terms of spending. The subject matter experts on this evaluation suggesteafiety net
status be considered ifuture model evaluations of BPEL.

VIII.G. Reducing Cost of Care

Effective populatiorbased TCOC approacthmesent an opportunity to improve care while reducing
costs especially for higleost patientsIn 2019, ACOs MSSPRhat adopteddownside risk or

responsibility for additional costs under their model outperformed the ACOs that did not, with net per
beneficiary savings of $152 per beneficiary as opposed t@ péObeneficiary. Typically, urban

providers achieve greater reductionsdast of care than rural providers. In 2019, rural ACOs in MSSP
generated $64 net pdoeneficiary savings whereas urban ACOs in the same program generated $125
net perbeneficiary savingg.he CHART Model is seeking to better promote vhhsed care in nre
remote rural areas with new payment structur&’s.

Physiciadled ACOs in MSSP were also more likely to generate savings, with rates of 70 to 85 percent
compared to 66 to 78 percent for hospitigld ACOs and 63 percent to 85 percent or integrated ACOs.
ACOs that participated in twsided risk models and that took on greater risk levels were also more

likely to generate savings. This is likely an indication that for these ACOs to take on risk or greater risk,
they first invested in improving organizatiotygnd adopting TCOC approach&s.

After determining the average costs per beneficiar@®® hospital referral regions and adjusting for
regional price differences, a recent analysis of patigaeded global payments in Medicare estimated
that setting these payments at the level of average spending in tHe@scentile regions would save
$35 billion nationally and setting at the B@ercentile would save $18.2 billion nationaifj.
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Evidencdrom other CMMI model evaluations is less promisiegardingreducingTCOCOverallmany

CMMI models have generated minimal net Medicare savings, after accounting for shared savings and
additional payments. Medicare expenditures for the CPC+, NGACO, and OCM models increased slightly
O2YLJI NBR ¢AGK O2YLJ} NRazy 3 NBamdieportsivheh KEcBountimgPoSf 4 Q Y 2
payouts to participant$*%613” NGACO and OCM both achieved reductions in gross spending, which

was offset by additional payments to participantgwever, there have been promising reductions in

costs for some types of care. NGACOs reduced gross spending on SNF and other PAEFs¢Hite

/laaLQa /t/b KIFa &S (2 RSY2y%®théidaiepromignyg indingsi Sy i y Si
associated with use of the PCMH principles. One study found that Medicare payments decreased after
practices received NCQA PCMH recognition. -8idypercent of this decrease was due to a reduction in
payments for inpatient care and ED visis.

In Medicaid, there is little evidence that models IRay for PerformancéP4B models actuallyeduce

costs of caré?' Onestudynoted that having fewea SRA OF AR LI GASyda Ay | LINRJA
Medicaid P4P incentives less impactftilAdditionally, there is little evidence to support the idea that

Medicaid P4P programs decrease spendfitf*14> One study otMMCfound that these models

loweredcosts slightly on the national level anduld improve acceds care but the extent and amount

of improvements differed across stat&§ However, a more recent article challenged théiselings on

cost reductiorandfound no reduction in spending by transitioning to MM

VIII.H. Return on Investment

Returns on investments are, to an extent, addresiseithe section above (Section VIII.G Reducing Cost
of Care) with net cost savings and net cost reductiOre reent evaluation of the Missouri Health
Foundation pilot program, HealthTran, which hired a mobility coordinator, trained staff in clinics and
hospitals to screen patients for their transportation needs and developedeféesttive solutionsfor
thosein need of transportation found a return on investment of $7.68 for every $1 inve¥fe&Rleturns

on investment for some of the selected CMMI models were negative, and analyses of ACOs in these
CMMI models suggest that investments in TCOC approaches and caf®tnaation take time to result

in decreases in spendifg}!®!

SectionlX.Barriers andChallengefkelatedto ImplementingPopulationBased
TCOC Models

Despite interest ipopulationbasedTCOQ@nodels there are manylesign and implementation
challenges to implementing these models effectively to rediCO©&nd improvequality andpatient-
centerednes®f care This section summarizeballengesdentified in the TCOC literature.

IX.A. Providef_evelChallenges

Thissection summarizes challenges related to provider participation and readiness, safety net provider
participation in APMé&nancial incentivesfinancial risk traclkandrisk adjustment.

Provider Participation and Readiness

The full diversity obeneficiaries has not been reflected in many Innovation Center models to idate
part due to issues related to participation among providers that care for underserved popul&fidns
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recent study examined organizational and contextual factors assodmfedi K LK & & A OA 'y LINI O
participation in APMs2® The study found that greater participation in APMs was associated with being

in the Northeast, being affiliated with a broader medical group or health care system and achieving

greater clinical and straigral integration.In addition to the organizational and structural factors, there

are other factors that influence provider participatiancludingrequirements related tonandatory

versus voluntary participatiom models

A study conducted by RAND poration in 2018 found that@yment models are changing at an
accelerating pace, and some physician practices, health systems, and consultants have found it difficult
to keep up with the proliferation of new model&! As alternative payment models have become
increasingly complex, practices that have invested in understanding more complex APMs have found
opportunities to earn financial awards for their preexisting quality. Physician practices were more likely
to be rik-averse, and riskverse practices sought to avoid or offload downside risk to partners, such as
hospitals and device manufacturers, whenever possible.

Challengefelated tdSafety Net Provider Participmtin APMs

Given thepromise of populatiorbased TOC modelsuch asACOs, its important to examine theeach

of these models based on community and regional characteridfiosvious studiehave showrthat
ACOgend to be developedh areas with higher income leet®® This phenomenoihas also been
consistentacross other CMS payment models lil&33*%° Although onethird of PCPs work in ACOs,
participation is lower implaceswith vulnerablepopulatiors. Additional incentives may be necessary to
encourage health systems and practioggrating in rural areas and areas with higher poverty rates to
participate in APMs. Research shows that providingaun financial resources to physician practices in
rural, underserved areas to create the required infrastructure and facilitate participéowered health
care spending and ugmn be effective

Identifying and éfining safety net provideris challengngin the current health care systenfccording
to the Institute of Medicine IOM), safety net providers are providers with an opgoor policy
NEIINRfSaa 2F | LIGASyGQa lFoAftAGe (G2 LIe&d hFaSy &
Medicaid, or are otherwise vulnerable. Thene somecleaty identifiablesafety net provideslike
community health centers, federally glifeed health centers, public health departmensghootbased
clinics,and public hospitals to name a few types of organizations. There ars@isedesignationsuch
asHealth Professional Shortage Areas (HPSAs), Medically Underserved Areas (MUWAslicailty
Underserved Population®UPs), and other geographic or populatibased designations that identify
areasor communitesthat do not have adequate health care resouré€sdowever, i remains unclear,
if these designations sufficiently identi#t of the providers that disproportionately provide services to
underserved groupssuch as independent physician practices

Some of theexistingpopulationbased TCOC models have incorporatedermetrics foridentifying

providers servinginderserved agas. Foexample the Maryland TCOC model udbse Patient Adversity

Index. This indelRas been developeby the MarylandHealth Service Cost Review Commissibis a

combination of three factorsl) Medicaid status; 2jace; and 3) AreBeprivation IndeXa

Ydzft GARAYSy&aA2ylf AYRSE 2F | NBIA2Yy QarhePatidn 2502y 2 YA
Adversity Index is applied as a multiplier to provide higher payment to providers in underserved areas

with higher proportiors of Medicaidenrollees AfricarAmericars,andhigher needs as determined by
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the Area Deprivation Index. A similar adjustment is appliegiénlCHARModel. However, in spite of
theseexamplesf payment adjustments for underserved areas, it is not cleaurfentmodels, such as
ACQOs, have a higher payment for providers in underserved &feas.

In arecentstudy, the authors assessed the relationship betweehd h Q& & SNIIA OS | NB |

and its savings raté® They used the MSSP A@Ovider and benefigry characteristicpaired with

data fromthe American Community SurvéxCSJo measure community deprivation at the ACO service
arealevel by usinghe social deprivation inde¢a measure of social deprivation drawn from the AES)

and the outcome of iterest was the ACO savings rate. The study found that the savings rate for ACOs
serving the most deprived communities wag fiercentcompared with 1.Jercentfor those serving

the least depriveccommunities

However, after djusting for ACO and beneficy characteristics, ACOs serving the most deprived
neighborhoodshad a savings rate that was 2.3 percentage points lower than those serving the least
deprived.Themore deprived neighborhoodbad poorer social, physicaind medical infrastructure
compared withthe moreaffluent areasand consequently limited access to essential services, such as
transportation and medical caygvhichmayeventuallyerodethe ACO savings ratérom a policy
perspective, accounting for gparities in deprived areasmn help toensure that ACO savings accrue
equitably by keeping participating providers and hospitals within thesetégld communities

A recent study byhe Government Accountability Offic6&AQ examined the transitions toAMs for
providers in rural area$iealth professionashortage areas anMUAs 15! The study focused on the
challenges faced by providers in these areas and steps taken by GgSdithese providersn
transitioningto APMsBased on their interview wit@MS officials and stakeholdgeGAO identified
severalchallengeghat affectedthe providersability to transition to APMgseeExhibit13).

Exhibit13. Challengs Related toParticipating in APMs For Providers in Rural, Shortage or
Underserved Areas

Category Description of Challenges

Financial 9 Insufficientthe capital to finance upfront costs of transitioning to APMs
resources and|  Beingaverse to financial risk or laickjreserves to cover potential losses

risk i Treatingtoo few Medicare patients to justify investments in APM patrticipatior
management and lower patient volumes resul less predictable spending patterns,

heightening financial risk
9 Less aliity to control cost of care becse they often must refer patients
elsewhere for tertiary care

Data and 9 Inabilityto conduct data analytics or financial modeling needed to provide va
health based care

information 1 Complexity and cost of electronic health records or ladkigifrspeed internet,
technology hinderelectronic health recorgher) adoption

Staff 9 Lackingstaff members capable of managing the transition to or participation
Resources an( APMs

capabilities 1 Lackngawareness about APMs
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Category Description of Challenges
Designand | Havngt AYAGSR !ta 2LIGA2ya RdzS (G2 Y2RS
availability of restrictions, a lack of neartA&COsor a laclof models appropriate for providers
models in rural shortage, or underserved areas

9 Sruggingto adapt to changing model rules and regulations
Sourced LY F2NXIF GA2Yy 2y GKS ¢NI¥yaiAidazy G2 'fGSNYIFIGA@S t+eys$s
Shortd S 2 NJ ! y RS NA SNIMEI, PubiNsiidd:aNév 1D, 2a21. Publicly Released: Nov 17, 2021.

GAO also found th&MS had launchekkyinitiativesto ease the transition of providers in rural and
underserved areas to APM=ss describedh Exhibit 4.
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Exhibit14. Key Initiatives to Transition Providers in Rural and Underserved Areas to APMs

Challenge Initiative
Funding 1 Predictable, upfront payments through global budg&ts)., Pennsylvania Rural
Health Mode)
9 Upfront funding to help transition to valdleased care and form rurédlCOsZ0
rural-focused ACOs to join the MSSP)
Technical 9 Under thePennsylvania Rural Health Model, the state provides technical assists
Assistance with data analysis for rural hospitals to redesign care delivery so their providers
better meet the health needs of their local communities.
1 Assistance with transformation plans
All-Payer Since Medicare comprises a small portion of the payer mix, théesssicentive to
ACO participate in Medicare APMs. To address this issue, the VermeRaxEi ACO
Modelhad the same payment structure across all payors
Staffing Care transformation organizations, which are included in the Maryl&@QVodel,
are intended to enable provider practices to participate in APMs by addressing th
difficulties they may have hirg staff to perform care management services
Care The Vermont AlPayer ACO Model assists providers with care coordination and
Coordination| supports their collaboration with communHyased providers
Electronic APMs with on-EHR tracks.
Health Some Advanced APMs have nonadvanced tracks for providers whtektified EHR
Record technology, such as the Radiation Oncology Model

Source Adapted from Information on the Transition to Alternative Payment Models by Providers in Rural, Health

t NEFSaaArzylf { K2NIl 3522104818, PybRsBeEINSVNLY S0R1. PubliBly Reléased:!Nbv 17,

2021

Challenges Associated wimancialncentives

Despite growth irpopulationbasedTCOC models amadcreasedocus on valuebased models,
physician payment continues to be driven by volub@sed incentivesThis limits the influence of
guality and cost performance incentives physician payment. Given the -existence opopulation
basedTCOC models with traditionBFSarrangements, it is difficult for physicians to strike a balance
between theincentives associated with thes@o payment methodologies AspopulationbasedTCOC
models further evolve, physicians are likely to focus more on valiented payment reforn®?

Delivery of bw-value carePopulationbasedTCOC models are designed to reduceptavisionof low-
value careThedelivery of lowvaluecare services that offer the patient no benefit or a benefit less
than the cost, isaclear barrier to reducing TCO&me experts estimate thatducing the delivery of
low-value care could save thé.S health care system billiorsf dollars a year. In Virginia, the Virginia
Center for Health Innovation identified almost $750 million of services that were consideregloes
service$®®. Choosing Wisetyan effort by the American Board of Internal Medicine Foundation to

encouragea hational discussion on avoiding unnecessary medical tests, treatments, and proaedsires

one approach to reducing lowalue care. A wide array of medical societientributesto the list of low
value care test treatments, and procedure’$? Whilethere is general acknowledgment of the

importance of using innovation to reduce lexalue care, there are also concerns that the emphasis on
reducing or eliminating lowalue care may lead to unintended consequences associated with quality of
care.For exanple, concerns have been raised thhased decision making, which is a strategy to
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improve the quality of care in the United States, may be compromised if a physician is overly focused on
reducing lowvalue care. fiese experts believe thahere are timesvhen delivering lowalue care may
improve the patient provider relationship and the providpatient relationship is a valuable tool in
improving patient healtH®®

Pricing and reimbursemeniCalculating the cost of health care is challengifigere arenany variable
factors that can influence cost of camnd therecan beincentives to shift the cost of care from one
section of the health care system to another or onto the payer or patient. Until there are more effective
ways to determine cost of caig a comprehensive and standardized wasovidersmay faceincentives

to shift the cost of care to other entitieahich canprevent policymakersfrom understanding the true

cost of health care servicé®

Lack ofadequate measures of qualityfexpertsnote thatmeasuing how TCOGQelates toquality and
patient-centered cards challengingWithout proper measurement, it will be difficult for providers to
know how to improve their care delivery to achieve higher quality and potentially lower coshga
handful of states evaluate spendingingall payer claims databases to identigrvices that are truly
wasteful and do not contribute to qualityntil more systems are in place to measure and provide
feedback to providersn care they deliver that does not improve qualitye provision of low valueare
will continue.®”

Challenges Assiated with Financial Risk Tratlpside, Downside or Both?

To avoid incentives to increasgoidableservices in thé&FS environment, accountable entities
(including providers in some casegreptfinancialresponsibilityfor the care they provide undekPMs
While APMscan include bothupside and downside riskMS and other payelsmve beerincreasingly
interested inimplementingtwo-sided financial riseknd moving towards models where full
accountability for the cost of care resides outside the payer organizati@suchmanyAPM models
currently in testing by CMMI have twgided risk arrangementg g.,Comprehensive Eritage Renal
Disease Care ModelPC+ Next Generation ACO Model, MSSP Tracks 2 andN8, @RPayment
Model, Vermont AlPayer ACModel).1%8 Additional information can be found in Appendix D.

Twa-sided risk more directlynotivatesproviders to use innovation in care delivery to effeetiv

manage and ultimately reduce costs to CMS and society at large. Additionally -sid&ebrisk models,
any bonuses thabccurinadvertently, due to pure&hance can be offset byotential penalties thatmay
also occuby chance Inthe MSSP, for exapte, the onesided risk model incorporates a 50 percent
shared savings, while twsided models offer the possibility of 60 percent or 75 perc@ainsistent with
the HCHLAN frameworkCMS and other health capayersoften view upsideonly risk programssa

steps along the path to twsided risk. Asking health systems and providers to start with-sided risk
models might reduce incentives for smaller health systems, health systems that treat a population with
complex and unpredictable health care cosisindividual physician practices that seek to limit their risk
exposure. There are several strategies adopted by paydegiiitate thetransition from upside to twe
sidedrisk arrangemerg.

1 Finding a middle pathCMS has introduced MSSP Track 1+, aidigownsiderisk model that
caps losses and is more suitable for smaller organizati8ns
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1 Greater gainsharing fomodel participants. CMS is aware thaequiringmodel participants to
adopt two-sided risk within a short transition period cowddentually lead some providers to
withdraw from APMs altogether. CMS also recognizes that upsidenly models can under
some circumstances lead to savings, especially if rewardgeferating such savingse
substantial. Some experts suggest that GMonsider converting the fiygercent APM bonus
(for ACOs in twesided models) to a higher shared savings percentage. If it were structured as a
higher shared savings percentage, particularly for organizations with low baseline spending, the
participatingorganizationsnight havea greater incentive tgenerate savings

1 Gradualprogression forsafety net providers Many payers recognize the importance of
facilitating agradual progression of provider accountability from the organization level down to
the practice level This camncourage innovative approaches to carmong the practices
directly serving patientdHowever, fi providers are given financial accountability without the
experience or reserves to manage that responsibilitgy are likely to faeconsequential
challengesSome experts suggest that providersed to assume accountability at both vertical
(the amount of downside risk as well as upside potential) and horizontal (the breadth of clinical
services for which a provider assumes respadiisiplevels!”

Issues with Risk Adjustment

Risk adjustmenassumes &ery important rolein accounting for differencem baseline costs based on
geographic, demographic, and clinical considerati®ghin this contextexperts note thait is
important to measue and account for all the factors that cause variatinrcosts, whilevoiding the
creation ofperverse incentiveto dgame the rulesrelated to risk adjustmentin the last decade, there
havebeen discussionsbaut not only includingyeographicdemographicand clinical characteristics but
also including other social risk factors, sucteak oftransportation and food insecurity as part thie

risk profile for patients served by an accountable entity or pdevi(for example, through the potential
combination ofarealevel and individualevel factorswithin a risk adjustment framewaork)

MA Program Risk Adjustment Challengd$e approach to risk adjustment under the MA program has
garnered recent attentionAs noted aboveMA risk adjustmenalgorithmsuse demographic
informationand diagnosibasedHCGscoresto calculate a risk score for each enrollee. HCCs are medical
conditions or groups of related conditions with similar treatment caStsme policy angstshavenoted

that under current mechanismmfor MA risk adjustmenplansmay facencentivesto document diagnas
codesin ways thatranslateinto higherHCC scoreand consequently higher monthly paymeisind
rebatesthat aplanmayuse to provide extra benefits to enrollees.

Intheir March 2021Report to the CongresSledPAGound that coding intensity is higher in MA than in
FFS Medicare and payments to MA plans are thus higher than intéfiddédPAGndicatedthat MA
plans usecoding approaches that influence HCC scofé®se approaches incledsinghistorical
electronic health record datalaims,prescription drug data, or other sourcesitentify diagnoses that
canthen be documented in the current year to count towards Mayment.Additionally, MA plans may
use chart review$o captureandenhance informatiorabout diagnosesyhich canexacerbate the
difference between informatiombout diagnoses MA versus FFBledPAC recommended the
following strategies to mitigate thissue of inflation in risk scores by MA plans.
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1 Develop a risk adjustment model that uses two years of FFS and MA diagnostic data. Using two
years of diagnostic data would improve the accuracy of both FFS and MA diagnostic information
and would reduce theariation from one year to the next.

1. Exclude diagnoses that are documented only on health risk assessments from either FFS or
MA. From 2022 onwards, CMS will be relying on encounter data to compute the risk scores
2. Apply a coding adjustment that fully aamats for the remaining differences in coding
between FFS Medicare and MA plans.

ACORisk AdjustmentssuesUnlike MA plans, ACOs have historically focused less on the implications of
risk adjustmentand there is limited evidencegarding effortoon the part of ACOs to find ways to
enhance risk score¥his may be because AGénchmarksave nothistoricallybeenadjusted based on

risk scores over timédowever,beginning 2017, regional benchmarkdjustments for ACOs were
introduced whichcould affecthow ACOs approach risk adjustment moving forward.

Risktiers under primarycare modelsPrimary care models, such as CRGerisk tier thresholds (25,
50", 78", and 90" percentiles)o establi risk scoresUse of tiers may prevent clinicians and health
care organizations from dropping individual higher risk patients from their care. Howheanse of
these risk tiers poses challengefor example there might not be a statistically signifidadifference
betweenpatients in the74" and 78" percentile but based on the distribution, theyould be
categorized into two different tiers.

Participationin primary care models involsgreater financial riskor physiciansand thus ardikely to
intensify the emphasis on and stakes surrounding risk coding. As part of an effort to avoid the financial
penalties introduced byAPMs withtwo-sidedrisk, clinicians may feel more pressured to increase their
coding intensity or shift toward lowerisk panelsThere are several policy initiatives that limit the
exposure to financial risk for physicians in primary care models

1 Experts note thatftanging from retrospective to prospectiagtribution has enhanced the
predictabilityof attribution and allowed providers tdocusmore onclinical management of at
risk beneficiariesThis also prevents adverse selection and avoidance of tisgHoeneficiaries.

1 Experts note that policpnakerscould consider shifting their focus to adjusting fsk score
growth instead of rislscore levels before attribution. This may mitigate concerns that clinicians
andhealth care organizatiorare dropping chronically or acutely ill patients in APMs

IX.B PatientLevel Barriers

Patientlevel factors may also contribute thallengesn understanding and evaluatingppulation
basedTCOG@nodels Many patients are unaware of the cost of their health care services. The role of
health insurance and lack of pe transparencyvithin the U.Shealth care systerare two factors that
contribute to patients not knowing the actual cost of their health c#meother keypatient-level barrier
relates tothe natureof the patient physician relationshipPatientsare apt to follow the adviceof their
physician regardless of the castqualityof care being suggested. There are tools available to patients
about the quality of provider care, but patients may not knihat these tools exist andchaytrust their

LIK & & & <Ddgesyiofs for carddditionally, highcost or highneed patients could benefit from
participation in avaluebasedmodelthat seekgo reduce TCO@rough innovations such as care
coordination”®
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Equity. A recent articlenoted the limitation of @ F=S system in creating a more equitable health care
delivery systemThe authors indicated thatieen the lack of coordination and fragmentation in FFS, it is
unlikelythat an FFS health care system will promote equity. Insteadatitborssuggestd that ACOs or
other populationbased models are better vehicléw adjusting resources and delivering more
equitable care. These models have levers to increase payments for underserved, gnasps
incentivizing providers to care for underserved grodffsOneway to incentive providers to deliver

high qualitycare to underserved communities is through bonus paymentghi&é\lternative Quality
Contract AQQ offered in Massachusettéinder this program, lpysician organizations could earn up to
10 percent of teir riskadjusted budgets in bonus payments for quality performanidas represented a
sizable increase compared to the 2.3 percent average bonus that was available prior to th& AQC.

Advancing healtlequity has been identified aa keyobjectivefor CMMI| with an aim to embed health

equity in every aspect of CMS Innovation Center models and increase focus on underserved population
CMMI has identified severgbals related to equityincluding increasing access to accountable, value
basal care for underserved beneficiaries as the innovation center focuses on increasing participation
among safety net providers in its mod&ié The Innovation Centenas indicated thaschieving tte goal

of developing a health system that attains the highlestl of health for all people and eliminates health
disparities requires centering equity in all stages of model design, operation, and evaluation, and
aligning these concepts with other CMS progratisSTheValueBased Insurance DesigviBID model is

one exampleof a model that serves nearly 3.7 million underserved participants, many of whom are dual
eligible beneficiarie$’®

IX.C. Systenbevel Barriers

Onechallengerelated toreducing the TCO@lates to how TCOKG calculated Currently, there are a
variety of approachefor calculating TCOI@ the context ofMedicareAPMs, as well as in other contexts
In some cases, pharmaceutical ®@ste excluded from calculations, and in other cases, the patiatit
of-pocketcosts are excluded. Without a uniform approach to determining TC@Chillengingo
measure the effectiveness pbpulationbasedTCOC model<?

On a broader level, there are elements of the .&alth care system thaireate barriers to the
reduction of TCOCQOne barrier to the reduction of TCOCHhe tdegree of competition ancbnsolidation
in a specific geographic areahichcanaffectthe baseline healtltarecosts in a communitywithout
competition in the marketplace, costs can increase bseahere are no alternatives and increasing
costs or poor quality are able to persist. The research is megardingwhat is the right amount of
competitionin a community taincentivizecost reductions imealth careservices.18% 81

Another barrier toreducing TCOf@lates toa lack of data on the cost of health cafdislackof data

has an impact on consumers, purchasers, and poligiers At present, there is little understanding on
how much it costs to deliver patient care.€ellack of price transparen@ffectscare purchasera/ho do
not have dfective tools forunderstanding the cost of care. For poliogkers increasing the availability
of data onthe costs of servicesouldallow for the accurate measurement of costs andble policy
makersto make more accurate price decisiahst could lead to cost reductiori§? Without a clear
understanding of costs and quality outcomes, measurement becamaienging Without the abilityto
effectively measurg¢he impact ofclinical excounters and interventiongolicymakerscannot effectively
make decisions on the value of cafe.
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Section X. Opportunities for Improving and Optimiziggdforts to Develop and
Implement PopulationBased TCOC Models and Reduce T@@PMs and
PFPMs

This section summarizes some opportunities identified in the TCOC literatated toaddressing some
of the barriers that exist anficilitating the development diuture populationbased TCOC models

X.A. Promsing Care Delivery Arrangements

Severalrinovative care delivery systems and modsseshown some impact on reducing TCOC.
Specifically, innovations that use health information technology (HIT), community health workers
(CHWSs), behavioral health, and patie@ntered medical homes. Health Cdn@ovation Awardees that
incorporated HIT, CHWSs, or both achieved over $150 per beneficiary per quarter reductions in TCOC,
and TCOC reductions for award organizations with PCMHSs, behavioral health programs, or both were
closer to $100 per beneficiary pguarter®*

Patient-Centered CareAs discussed in Sectidfll.B(Reducing Avoidable Health Care Utilizatjpas

recent evaluation of PCMHSs found an average total cost savings of nearly 8 percent ovapatB0

study period and an average of $53 cost savings in PBPM TCOC per site. These savings can be further
brokendown into$34 PBPM savings for acute inpatieare. A longer time to implement the PCMH

model was associated with greater TCOC reductith®n evaluation of Blue Cross Blue Shield New
Jersey patiententered programs found that, when compared to patients in traditional primary care
practices, benefiiaries in the patiententered programs saw a 9 percent reduction in TE®C.

Importanceof Primary Careand Care CoordinatiorPrimarycare practices are often the central focus

of populationbased models that are designed reduce TCOC. This often intltdvese of data analytics
and education as well as additional staff resources to increase coordination and reduce fragmentation.
These investments are generally effective, but only impact a small portion health care sp&hding.
According to a recent repbby the PatiertCenter Primary Care Collaborative, the United States spends
only about 57 percent of total health care spending on primary céfé\s a result, even when gains are
made in reducing costs associated with effective delivery of primary dag may have a limited

impact on reducing TCOC.

Subspecialty care is expensive and one approach for reducing TCOC involves moving more care delivery
to primary care. Some states requircommercial payers to increase their spending on primary tare

orderto reduceTCOCANother approach to increasing primary care services could involve incentivizing
PCPs to offer advanced services and care management to their pafiénts.

Community Health WorkersGQHWS. A recent evaluation of the Integrated Primary Carel

Community Support{PaCS) model, which integrated CHWSs into primary care settings and includes the
management of SDOH found a 12.6 percent decrease inpatient hospital, outpatient hospital, and ED
costs of high and moderate risk patients. The evatua#ilso estimated and 7.1 percent decrease in

TCOC by year three of the mod¥lOverall, a literature review of the results from 17 peeviewed

studies associated with PCMH implementation identified nine studies that found a measurable
improvement in o or more cost measures. While most studies did not assess TCOC, the trends across
all 17 studies suggested improvements in cost and/or utilization were demonsttited.
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Impact of TCOC Approaches on Care Delivarg Expanded Care Accegsrecent article on the

performance of the Maryland TCOC Model during the CQ9Ipublic health emergency (PHE) found

that the unique populatiorbased revenue was a resilient alternative to FFS, and allowed Maryland to
largely aoid the overwhelming surge of COVID hospitalizations®? Prior to the PHE in 2019,

Maryland TCOC providers reported making progress across the five primary care functions, including
expanding access outside of standard business hours, doubling fgfioates after hospital discharge,
expanding care management services for kigk beneficiaries, and researching more patients with
behavioral health services. As of 2020, 83 percent of Maryland TCOC hospitals plan to participate in the
Care Transformatiomitiative in 2021. These initiatives reward hospitals for more efficient episodes of
care and provide stakeholders flexibility to design these episodes and intervehtions.

Options for Improving Provider Accountability for Quality of Cakith an incrased focus on reducing

the TCOC also comes the need to ensure that cost reductions do not negatively impact quality; and
valuebased care initiatives often seek to improve quality. Existing CMMI models, demonstrations, and
programs use several techniqueshold providers accountable for quality of care, including

incorporating quality measurement and related benchmarks into payment mechanisms. One common
approach that is used in several CMMI models, including OCM, NGACO, GPDC, CPC+, PCF, and Maryland
TCOdinvolves using data from electronic clinical quality measures (eCQMs), tlagad measures,

and patientreported experience of care survey measures, such as CAHPS measures, to measure quality.
Provider performance on quality measures is then accoureNd Ay (G KS Y 2 Rifaded Q LIS NJF 2 N
payment attribution methodologies.

CPC+ practices retain all or part of a performabased incentive payment (PBIP) depending on their
progress toward meeting performance goals on clinical quality, patient experidragay and

utilization. The payment methodology prioritizes achievement on quality measures, allowing practices
to receive up to ondalf of the PBIP if they meet quality performance goals but do not meet utilization
goals!®In OCM, providers receive aiformancebased payment that is calculated retrospectively
based on their achievement on quality measures and reducing expendifiteseach case, different
models may use slightly different quality measures, performarased payments, and payment
methodologies, but all find ways to hold providers accountable for quality of care.

X.B. Promising Payment Arrangements

Despite the lack of consistent research findings, the literature suggests that APMs show promise in
improving specifiperformance metrics when they create incentives for TCOC reductions. Different
forms of valuebased payment, including shared savings and risk, reference pricing, capitation, and
bundled payments, combined with incentives for quality and efficiency, cappmpriately adjusted to
different market conditions and organizational settings. The primary issue is aligning incentives to
reduce TCOC with the appropriate organization form and other market considerations and beneficiary
characteristics.

Bundled or @isodebased paymentsWhile bunded payments incentivize cost reductions per episode,
depending upon how broadly episodes are defined, costs associated withtpreention and post
treatment care might not be prevented. It is therefore recommended th@sedes be defined broadly

to best incentivize TCOC savifys.
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Capitation or global paymentdJnder these payment models, providers are accountable for both unit
cost and volume risk for the number and use of services per episode of care and for therraimbe
episodes of care over time. When coupled with quality incentivesadksted prospective capitation
can mitigate the potential stinting in the quality of cal¥.

Shared savingsShared savings models that combine prospective FFS with retrogpd@@OC savings
and can be onsided or twesided. The impact of shared savings depends upon theshiaking
arrangement, TCOC performance metrics, and other quality incentives included in the #fodel.

At-risk compensation models have demonstrated rethts in LOS and hospital readmissiétiShe
Texas Medicaid waiver incentimased payment model has led to demonstrable reductions in
hospitalizations for patients, generating an average savings of $1,500 per year per fdtient.

X.C Considerations Relatd to Nesting of Episod8ased Models Within PopulatiofBased
Models

Bothepisodebasedbundled payments and AC@ave been partofih SRA O NE Q& Asshewna (0 NI G S+
in Exhibit B, the MSSP and BPCI have a high proportion of overlap ingé@jiraphic markets across

the natiorf®.. The BPCépisode includesccountability for episodes beginning with hospitalization and

spanning a period of postcute careOn the other handthe MSSP emphasizes global accountability for

overall quality and costover the course of a year, thereby emphasizing care management of both

outpatient and hospital care. In this way, ACOs and bundled payment may complement each other, with

the formerfocusing orredudng hospitalization and the lattefocusing orimproving hospital and post

acute care quality while lowering peatute care intensityHospitalsparticipating in both the MSSP and

BPClI initiative had lower readmission rates compared to those participating in only one program also

suggests potential synergiegtween the APMs.

Exhibit15. Geographic Distribution of Markets by MSSP and Participa8RCI| Hospitals

. Both ACO and BPCI

Source: Liao, JM, Dykstra SE, Werner RM, Navathe AS. BPCI Advanced Will Further
Emphasize The Need To Address Overlap BetBeerdled Payments And Accountable
Care Organizations. Health Affairs Forefront. April 17, 2018.
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Hospitals participating in ACOs and BPCI leverage different care strategies from hospitals in bundled
payment alone without difference in episode spendingspite the improved quality and synergy
between ACO and bundled payment, payment mechanisms disincentivize the collaboration.

When patients attributed to an MSSP ACO trigger an episode at an unrelated BPCI provider, the BPCI

LINE A RSNDa (6 NAGKT LA OSdzf&SRdyY GKS a{{t !/ hQa 02
cost of claims submitted by the BPCI provider are attributed back to the MSSP ACO. If the BPCI provider

also contains costs below the target price and generate episode savings, theeA€is reflected as

an additional upward cost adjustment equal in magnitude to the savings amount.

There are options for facilitating coordination between populattmased TCOC models and episode

based models. In a scenario where the APMs overlagmittarkets but not provider organizations,
aSRAOFNB O2dAf R tAy] GKS .t/ L ! ROFIYOSR LINEJOARSNDE
amount, with the ACO. There may be a rationale for holding MSSP providers accountable for care that

its beneficia & Ay OdzNJ G KNRBdzZAK 230G KSNJ dzy NBf F 1SR LINRPJBARSNAE 0
global, longitudinal care management). In addition, measures could be adopted to avoid double

counting savings.

When the BPCI Advanced program and the MSSP overlap imlaokiets and provider organizations,

and the ACO achieves shared savings, Medicare could manage the overlap by not pursuing financial
recoupment from the BPCI Advanced provider. Such recoupment can counteract the incentive for the
BPCI Advanced providerwork with other participants in the ACO to optimize outpatient and inpatient
use (e.g., conveying the message to BPCI Advanced providers that active participation as an MSSP
participant could result in financial consequences).

X.D. Mandatory Versus Volutary Participation

Provider participation imost APMs including populatiofbased TCOC modeis voluntary.This section
discusses considerations related to mandatory versus voluntary participation in poptitatied TCOC
models.

In the earlyyears of its existence, CMMI emphasized voluntary provider participation in APMs. Although
statute allows HHS to implement mandatory APMs under Medicare, mandatory models may pose
challenges to provider engagement. Exhilfitsimmarizes some pros and caefated to mandatory

versus voluntary participation that were identified in a recent stdtfy.
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Exhibit 16. Pros and Cons of Mandatory versus Voluntary Provider Participation

Pros

\ Cons

Voluntary Participation

1 Allows organizations tparticipate based on
their assessment of readiness

9 Preserves patient choice regarding where
receive care (via APM provider or not)

1 Potentially sisceptible to bias based on
which provides participate (provider
aSt SOGA2y 0 YR 2y L
certain type of patients (patient selection)
1 Could result in inadequate participatipn
thereby limiting scaling efforts

Mandatory

Participation

9 Potential for greater geographic ampatient
coverage
T Less susceijtile to provider selection

1 Compelling providers and patients to
participate could lead to unintended effects

T Could potentially leagomeclinicians and
health care organizations to stop seeing

Medicare patients

Source: Adapted NBR Y W2 a K dzl
t I NIAOALN GA2Y Ly

ad |
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Given the potential pros and cons associated with voluntary and mandatetigipation, researchers

have noted that policy makers would benefit from better understanding and coordination of mandatory

and voluntary models.
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also suggested that voluntary versus mandatory models may be more appropriate ufidesrd
clinicalscenarios. They indicated that felective or preferenceensitive care, voluntangarticipation is

likely to engagearly adopters andield bestcase estimates of potential APM benefits while preserving

patient choice and monitoring for unintended effsclf successfuds voluntary modelsgnalogous
mandatory programsouldsubsequenthbe implemented to drive greater market reform

LJI

Conversely, fononelective services, the early use of mandatory participatiould potentiallytest how

APMs affect paent outcomes while mitigating patient selection effects. The knowledge and experience
gained from these programsuldserve as the basis for larger voluntary programs that appeal to and

engage a broader range of organizatioile authors noted that theris ambiguity regarding which

clinical services are potentially appropriate for voluntary or mandatory participaionexample, while
acute myocardial infarction and stroke are treated with nonelective, universally accepted therapies

amenable to mandags, organizations vary in their technological capacity and ability to de#ieged
clinical servicesuch as percutaneous coronary intervention.

X.E Potential Opportunities for MultiPayer
A key goal of mukpayeror alktLJF &@ SNJ Y 2

Alignment

RSfa A& (G2 oNARYy3 |4

YIyeée
set of common initiatives as possibl¢éo reduce administrative burden and increase the business case

for provider to engage in meaningful delivery system reform. This obgestits multipayer or allpayer

models apart from payespecific initiatives. Managed care organizations (MCOs) have noted that multi
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payer alignment is beneficial to providers and plans and standardizesladgsl payment models
across plans and lines bfisiness to improve provider engagemétit.

While experts note that mubpayer models can increase engagement in vdlased payment models,

those designed for Medicare providers have failed to generate consistent participation from Medicaid
and commeral payers?® Experts note that increasing mufiayer participation in APMs could be
facilitated by the alpayer advanced APM bonus payments createVlegicare Access and CHIP
Reauthorization Act of 201B/ACRAJ° Under the MACRA Quality Payment Progyaligible clinicians

can apply to become Qualifying APM Participants (QPs) through the Medicare Option, which only
accepts participation in Medicare Advanced APMs or th@a&jler Combination Option. The-Rlyer

Option allows participation in both Mecire APMs and Other Payer Advanced APMs. CMS defines

Other Payer Advanced APMs as arrangements that meet certain criteria within Medicaid, Medicare, and
as required for CMS multiayer model participants and other commercial pay@&fs.

Three recent multpayer CMMI models include the Maryland-Rdyer Model (implemented in 2014
and completed in 2018); Vermont Ahyer Model (implemented in 2017 with an anticipated end date
of December 2022); and the Pennsylvania Rural Health Model (PARHM) (impleme244 inith an
anticipated end date of December 2024)2°921° These multipayer models align Medicare, Medicaid,
and commercial payers around a common approach to payment. Multiple payer participation in one
payment model can create greater incentives and flexibility for hospitals to transform care. While
limitations and challenges remain for mgftayer participation, especially for commercial payers, their
evaluations do provide some lessons learned on opportunities to improve-paylér alignment. Multi
payer models create a common framework for financial ina&stj quality reporting, and the payment
rules.

Participating payers in these models often shift financial risk for patient care tgayper accountable
entities such as AC®S.These models may use a muétyered accountability structure or establish
governance through an independent regional redesign organization meant to support and monitor
model implementation with multiple payers participating on the bodtéf'3In these cases, experts
recommend that CMS provide technical assistance to ensure tmatercial, MA, and Medicaid

provider payment reforms meet the standards for advanced Medicare APMs and therefore quality for
bonus payment incentives? Technical assistance can include alignment with managed care
organizations (MCOs) and contractors englor providing support in hospital recruitment, data

analytics and research, hospital transformation plan development, and education and resources for
clinical transformation?*®

Finally, support from CMMI and CMS itself has been key to the promotimltifpayer engagement

and alignment. Since CMS has regulatory oversight over both Medicare and Medicaid, CMMI can work
closely with participants to submit any necessary applications for state plan amendments or 1115

waivers to align incentives in these ows. The most recent PARHM evaluation report highlights the
AYLRNIFYyG NBEtS OGKFG /a{ LXlFea adzZJR2NIiAy3a G4KS Y2RS
aSRAOINBE RAAOKINHSA Ay LI NIHAOALNI GAYy3 K2alMahl taQ a
payers that cover MA beneficiaries to participate in the motiél.

Since these muHlpayer models are statspecific, they can build upon existing and past vdlased
models between CMS and their state (or other states) and benefit from their exjgerigith related
RSt ADGSNE 423GSY NBT2NY AYAOGAIFIGAGBSED 'y AYyUSNBaldAy
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to Health Section 1115 waiver, the Blueprint for Health, a npatier ACO Shared Savings Program (SSP)

LIAf 23 dzy RSNJ = SatidhMgdel©BIMY Tasting Srarit. Piyfiers@hclude the Finger Lakes
RSY2YAGNIGA2Yy AYy bS¢ ,2N]T alNBflIyRQa ¢201f tFdAS
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Models can also tailor design of-allk @ SNJ Y2 RSt a (2 adedrkiForexdmil§ Qa KSI f
t Syyaet gryAal KFa | KAIK a! LISYSGNIaGA2yS FYyR | Yl 2
managed care plans administered by commercial payers. Therefore, MA and Medicaid beneficiaries can

be included in the model if their héh plans (i.e., commercial payers) particip&t@For both the

Vermont AlPayer and PARHM, the Maryland-Rdlyer Model provided a key foundation that Vermont

and Pennsylvania were able to tailor to their needs. Statel models can also create veaydgeted

recruitment efforts. For example, the Vermont-Riiyer Model recruited commercial payers based on

their historic market shares in the geographic service areas where participating hospitals op&tated.

While these multipayer models did promote ge&r participation across Medicaid, Medicare, and
commercial payers, lack of alignment persists across public and private (i.e., commercial). Furthermore,
there is concern about encouraging commercial payers to participatpagdir ratesetting in the

Maryland APayer Model was intended to harmonize payment rates among payers, however findings
from the final evaluation report suggested that higher Medicare inpatient payments (relative to the
Medicare FFS comparison group) were not fully offset by thed@emmercial insurance payments

(relative to the commercial comparison group).

Despite the intention that afbayer rate setting is intended to eliminate the payment differential by
payer, Medicare payment rates in the MarylandRdlyer Model were higer for both inpatient and
hospital outpatient claims, and commercial payer inpatient rates were |oi#fein an early evaluation
of the PARHM, commercial plans expressed concerns about global payment methodology, the
complexity of the model, and their accountability to develop and implement hospital transformation
plans?2?

Some Medicaid programs cite diféaces in beneficiary populations and overall payment rates as

challenges to Medicaid engagement in mipiéiyer models. However, some states have adopted
componentsofvalu®  a SR LI @ YSy(d Y2RSta o60So3adxr aAyySazdal Qa |
they try to align provider contracting strategies to create a level of standardization anebsignment

that improves provider engagemeft! Finally, the multpayer models discussed above are not

designed to directly incentivize practitioners. PARHM exaduatofessional services from the hospital

global budgets, and the hospitals are the primary-tislring entities in the Vermont ARtayer Model.
225226

XF. Summary ofPromising Strategies fdDeveloping PopulatiorBased TCOC Models and
Reducing TCOC

Models focused on highost and higkrisk patientsmulti-payer alignmentandvaluebasedcare
arrangements with accountability for TC@€re more likely to achieve reductions in TG@@n

ViThe final evaluation of the Maryland Ahayer Model did not consider utilization changes when reporting on
inpatient payments, and therefore shoul@hbe interpreted as reductions in hospital payments
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comparedwith other models. Specific strategies linked with pesitoutcomedor consideration by
designers ofuture populationbased TCOC models are described below.

1

Increase providecapacity to engage in and manage populatmsed TCOC models through
incentives to enhance investment and planning at the level cd@aatable entities and

providers??’

The MA program, which allows Medicare beneficiaries to voluntarily enroll in a private plan that
administers health benefitsntroduced privatesector competition and innovation thledicare
beneficiaries. A number of pate insurers (also known as payers or health plans) offer MA
coverage, resulting in an increasingly competitive marketplace for consufkeesresult of this
competition, MA plans have successfully lowered costs and improved qualityeatith care
outcomes MA plans have reduced costs for beneficiaries in terms of premiums and lowered
out-of-pocket caps to reduce beneficiary exposure to excessive medicalPéd3tspite the
reduction in costs, MA plans have expanded their coverage of supplementditbene

While MA plans have matured and spearheaded some of the efforts in-balsed care, the
opportunities for reduction in care and improvement in quality by providased accountable
care needs to be carefully examined. Over the past decade, ACOsVaved to build large
attributed populationsbut have had limited success in reducing the cost of care delivery. Unlike
MA plans, ACOs tend to have esided riskwhich does not strongly incentivize them to use
aggressive tactics to lower costs. Anatimajor difference is that beneficiaries enroll in MA and
are attributed to ACOs. The differences between enrollment and attribution heavily influence
ACO and MA business practices. MA plans must expend significant resources developing
customer acquisitio and retention strategies. ACOs do not face those expenses, but they also
do not have a direct and open relationship with their patients that would allow for more robust
and effective management practiceg® Allowing beneficiaries to select MA versus A2Qed

on cost and benefits would set a level playing field between MA and AC@alelit necessary
for MA plans to compete in local, provider driven markets.

Focus ommulti-payer alignmento maketransitions into valuebased care easiend achieve
sygem wide impactg3© 23 222Themost effective implementation of mulpayer models may
require use ofin independent governing body with payer and provider representation and
leveraginghe All-Payer Advanced APM Bonus that was created by MACRA 2

Offer multiple levels of risksharing to support providers with different capacities to take on, risk
ashas beerdone in theMarylandTCOC, GPDC, NGACO, GRraMSSRnodels.

UsePCMH mdels with shared incentive payments based on quality outcomes and other-TCOC
related metrics3®

Adjust benchmarks for MA plans using a relatively equal blend of per capita local area FFS
spending and standardized national FFS spending; thpdfit@ation with both Part A and Part

B in benchmarks; or eliminating the current gfe&CAcap on benchmarks?’

Consider paymendpproaches found in relevant PTAC proposals including populaéised
payments and financial accountability for TCOC (e.gredhsavings and penalties for TCOC)
Consider holding entitiegccountablefor chronic conditiorspecific coster specialtyspecific
costsinstead of TCO®here appropriate.
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1 Consider using neoost of care measures suchrasluctions in avoidable utilizatn, hospital
admission rates and readmission rate©Jor inpatient and posticute facility staysor rates of
ED usein combination with cosbased measures

91 Incorporatepharmaceutical costs into TCOC measimgshold clinicians accountable for
avoiding use of lowalue therapies, rather than overall pharmaceutical cé%t$*®

1 Leverag clinical pathways and evidendtmsed medicine in valdeased modek?®

1 Use payment approaches that gikiealth care systems greaténancial flexibility to redirect
resources to where they are needed, such as rapid rapgof telehealth or deployment of
care coordinatorg

1 Address SDOH and behavioral health needs (e.g., depression, dementia, limitations in daily living
activities,functional status) for underserved populatiotigat have the potential to create
substantial TCOC savirid’

X.G. Areas Where Additional Information Is Needed Related to Development of Population
Based TCOC Models aReducing TCOC

This section includessummary of some areas for consideration to guide future research on TCOC in
the context of APMsAppendixFdetails additional areas for further exploration and research.

Financial Modelingand Prospective TCOOne proposed approach that meriigrther research and

development is the adoption of net present value of care (NPVoC) Afd/sopulationbasedTCOC

models. NPVoC models build tire standardTCOC approach tocorporate estimated future savings

into shared savings methodology and cédted shared savings. The MarylandRPdlyer Model

incorporated thisapproaclh y Hnmy A GK (KS A YLHdas&dt@gndidsingh 2y 2 F a2 d
outcomesbased credits, CMS gives craditvard annual shared savings incentives that are calculated

on estimaed future savings for CMS that are associated with improvements in population health

outcomes. Some experts suggest that this approach may promote better health equity by taking into
consideration opportunities for future savings in areas with more arateig health care needsind

incentivize investment in interventions that are more likely to decrease health care costs ét¥4ll.

One potential methodor improvingTCOC as a measure of efficient allocation of resources would be to
include futurelookiy 3 St SYSyda GKIFIGO SadAYlFIdS K2g GKS KSIfGK
resources could impact future health outcomes and TG@©rporationof the NPVoGnto model
incentivescouldhelp promote more coseffective approaches (i.e., prevewe healthcare and other

population health investments) and reduce TGGC.

Using theArea Deprivation IndeXADI)to target interventions TheADI isavalidated composite
measure thauusesU.S.census data to measure neighborhood socioeconomic disadvantageuse of
the ADIin combination withthe HCC score may facilitate more precise targeting of care management
resources and identification of higtost Medicare beneficiaries. More specifeas& management
targetedtoward high-cost Medicare beneficiaries could have the potential for substantial TCOC
savingg*®

Impact of TCOC Approaches Buity. Attention to health inequity has increased in recent years.
However, evidence and research on TCOC approaches and their impact on improving health equity for
underserved beneficiaries is limited@he full diversity of beneficiaries has not been refledtethany
Innovation Center models to daté’ Additionally, vhile racial and ethnic minorities might be
overrepresented in APMs that target high needs beneficiaries, future reports need to examine whether
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model impact differs by race and ethnicity, and iété are any gains in equity for participating
beneficiaries*®
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Appendix A. Research Questions by Environmental Scan Section

Section

Research Questions

Section IVBackground: Defining
PopulationBasedTCOC Models
and Related Terms

I What are different model types that might be considere(

relevant for developing populatichasedTCOC models?
0 Models with TCOC incentives for a wide
populationbased on geography
0 Modelswith TCOC incentivder patients wih
specificcharacteristics (e.gheneficiaries who are
dualy eligibleor with specific diagnoses)
o0 Models that relateTCOC and focus specific
episodes of care
How do these modelft within existing APM frameworks
such aghe Health Care Payment anddraing Action
Network HCPLAN framework?
What are the optiongor defining TCOQor use in relevant
models?

Section VComparison oRelevant
Featuresin SelectedCMMI
Models

How dothe features of models and programs that are
relevant for developing populatichasedTCOC models
varyon the followingdimension®

o Beneficianparticipation anctotal covered

population
o Providerparticipationand networks
o0 Geographyandaccess

o (Qoveredservices Part A and B servicd3x
benefits postacute care (PAChenefits benefit
enhancement

o Paymentmodelfeatures:financialrisk,
implicationsof cost benchmarks ipayment use
of riskadjustment forpayment

0 Beneficiary cossharing

o Coordination oftcare

0 Approach toquality ofcare

Section VI. Relevant Features in
SelectedPTAC Proposals

How didPTAC proposals includensideration offCOC
measures in designing proposed payment methodold)i€

Section VIIRelevantPerformance
and OutcomeMeasures used in
Reportingand Evaluation

What performance and outcome measures are used in
reporting and evaluatiomodels that might be considerec
relevant for developing populatichasedTCOC models?
How do these measures relate poovider, patient, and
payer perspectives?

What considerations are relevant TCOC measures that
usedto evaluae participating providers including primary
careprovidersandspecialist®

Section VIIIFindings from
Research Related tBopulation
BasedTCOQ@/odels

What are trends related to adoption and experiencsng
with implementingmodels that might be considered
relevant for developing populatichasedTCOC models?
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Section

Research Questions

f

What do evaluatiorshowabout the effectiveness of
models that might be considered relevant for developing
populationbasedTCOC models?
What kinds of care delivery innovatisare being used in
models that might be considered relevant for developing
populationbasedTCOC models?

o Care coordination

o Integration of primary and specialty care

0 Use of telehealth

o0 Adherence to clinical standards

0 Other care delivery innovations
What are approaches usdd evaluat models that might
be considered relevant for developing populatibased
TCOC modeldficluding thoseelated to return on
investment?
Whatdoes research identify as promising approacttes
reduce cost and improe quality as it relatego physician
participation inmodels that might be considered relevant
for developing populatiofbasedTCOC models?
Is the experience of managed care (e.g., Medicare
Advantage [MA], commercial, or Medicaid managed cai
related to use offCOQ@neasure®

Section IXChallenges and
Opportunities Related to
ImplementingPopulation-Based
TCOC Models

Section XOpportunities for
Improving and Optimizing Efforts
to Develop and Implement
PopulationBased TCOC models
and Reduce TCOC in APMs and
PFPMs

What challenges and opportunities relateddeveloping
andimplementingpopulationbasedTCOC models?
Including thos related ta
o Provider readiness to participate, particularly in
two-sided risk models
o Financial and operational needs
o Non-covered benefits such as Rx drugs and use
carveouts
o Challenges with risk adjustment
o Improving quality of care

125



AppendixB. Search Stratedy

Research Questions ‘ Search Terms
Section IVBackground: DefiningopulationBasedTCOC Models and Related Terms
1 What are different model types that might be total cost of care OR cost of cgaND:

considered relevant for developing populatien 1 populationbased
based TCOC models? 1 definition
1 How do these models fit within existing APM 1 objectives
frameworks such as the Health Care Payment ar § alternative payment models
Learning Action Network (HGEAN) framework? | q functions

1 Whatare the options for defining TCOC for use i
relevant models?

SectionV. Comparison of Relevant Features in Selected CMMI Models@titer CMS

Demonstrations and Programs

1 How do the features of modeland programghat | Centers for Medicare & Medicaid Service
are relevant for developing populatiofbased (CMS), CMS Prograstatistics, and CMS
TCOC models vary on the following dimensions? and Innovation Center websites and

associated evaluation and model overvie

documents

SectionVI. Relevant Features in Select&TAC Proposals

1 How did PTAC proposals include consideration @ PTAC proposal documents
TCOC measures in designing propogegment
methodologies?

Section VIIRelevantPerformance and Outcom®&leasures used in Reportingnd Evaluation

1 What performance and outcome measures are | total cost of care OR cost of care OR net

used in reporting and evaluation models that savings (AND):
might be considered relevant for developing 1 performance measures
population-based TCOC models? 1 quality measures

1 How do these measures relate to provider, i outcome measures
patient, and payer perspectives? 1 metrics

1 What considerationsare relevant TCOC measure
that are used to evaluate participating providers
including primary care providers and specialists?

Section VIIIFindings from Research Related RopulationBasedTCOQ/odels

1 What are trends related to adoption and total cost of care OR cost of care OR net
experience using with implementing models that | savings (AND):
might be considered relevant for developing 1 trends
population-based TCOC models? 1 utilization
1 What do evaludgion show about the effectiveness|  care coordination OR care
of models that might be considered relevant for management OR coordinated care

developing populationbased TCOC models? patient experience OR equity

cost savings

)l
il

viThe search strategy highlighted in this table include initial search terms and is not a comprehensive list of all
targeted searches conducted by the team.
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Research Questions

Search Terms

)l

What kinds of care delivery innovations are being
used in models that might be considered relevan
for developing populationbased TOC models?
What are approaches used to evaluate models
that might be considered relevant for developing
population-based TCOC models? Including those
related to return on investment?

What does research identify as promising
approaches to reduce cost arichprove quality as
it relates to physician participation in models that
might be considered relevant for developing
population-based TCOC models?

Is the experience of managed care (e.g., Medica
Advantage [MA], commercial, or Medicaid
managed carejelated to use of TCOC measures]

9 return on investment
1 care delivery

1 payment

cost of care + Medicare
cost of care + Medicaid
cost of care + commercial

Section IXChallenges and Opportunities Related to ImplementiRgpulationBasedTCOC Models
Section X. Opportunities for Improving and Optimizing Efforts to Develop &anglement
PopulationBased TCOC models and Reduce TCOC in APMs and PFPMs

f

What challenges and opportunities related to
developing and implementing populatioibased
TCOC models?

total cost of care OR cost of care OR net
savings (AND):

risks

challenges

accountability

facilitator

impact

payment AND global OR capitated
community

continuity

patient experiences OR equity

= =4 =4 -4 -8 -4 -8 -8 9

127



Appendix C. Definitional Table of Total Cost of Care

This table provides differing definitioigentified during the environmental scan used to describe (TCOC) and the specific health care services that are include
Ay SI OK R Soereficiani TCOY @laulatids. NJ

Source ‘ Definition and Included Services

Total Cost of Care

California Health Care Definition:a ¢ 241 f O02ad 2F OFINBS NBFSNE (2 GKS Oz2aid 27F I ff

Foundation (CHCH) includes all covered professional, hospitall pRY I O X YR | yOAft I NBE O NB®é
Included services:

Working definition from a 2016 | 1 All inpatient and outpatient services.

report T All inpatient and outpatient pharmaceutical costs.

Health Care Transformation Tas Definition:dTotal cost of care is defined to encompass all services, including medical, facility, behavioral, pharmac

Force (HCTTF) and laboratory. Even though additional providers might be involved, such as through ebcahehavioral health

vendor, the assciated costs would be included for the purposes of calculating total cost obaare

Working definition from a 2016 | Included services:

report on ACOs I All inpatient and outpatient services.

9 ACO assumes risk for all services provided to the patient, regardless of which provider delivered the services.

Maryland Total Cost of Care Definition:a ¢ 2 G+t O02aid 2F OFNB YStya GKS F33aNB3IFGS aSRAOL

Demonstration(2018Y 0KSNBE2F>X WRStADSNBRB (2 aSRAOFNB CC{ O0SYSTAOAINRSA

Included services:

1 Medicare Part A and Part B expenditures only.

1 Includes any OutcomeBased Credits in the per beneficiary TCOC calculation when determining the annual Med
savings.

Vil California Health Care Foundation. Manag@ust of Care: Lessons from Successful Organizations. Published online Januari204@ww.chcf.org/wp-
content/uploads/2017/12/PD#ManagingCostofCare.pdf

*Hedth Care Transformation Task Force. Accountable Care Financial Arrangements: Options and Considerations. Published 2dlifdtdpns://hcttf.org/wp-
content/uploads/2018/01/HCTTF_ACOFinancialArrangementsWhitePaper.pdf

*Maryland Health Services Cost Review Commission. Maryland Total Cost of Care Model State Agreement. Published online 2018.
https://hscrc.maryland.gov/Documents/Modernization/TCS@teAgreementCMMEFINAESiIgned07092018.pdf
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https://www.chcf.org/wp-content/uploads/2017/12/PDF-ManagingCostofCare.pdf
https://www.chcf.org/wp-content/uploads/2017/12/PDF-ManagingCostofCare.pdf
https://hcttf.org/wp-content/uploads/2018/01/HCTTF_ACOFinancialArrangementsWhitePaper.pdf
https://hcttf.org/wp-content/uploads/2018/01/HCTTF_ACOFinancialArrangementsWhitePaper.pdf
https://hscrc.maryland.gov/Documents/Modernization/TCOC-State-Agreement-CMMI-FINAL-Signed-07092018.pdf

Source

Definition and Included Services

OneCare Vermont Accountable
Care Organization, LLC (2018)

Definition:d ¢ 2 G I F //2I1ANE YSFyasxs 3ISySNIrftftez GKS tlFe@SNRa FAy

| O02dzy il 6fS /FNB hNEFYATFGA2yQa ! GNRO6GdziSR [A@BSa 7T

Payer will more partlcularly describe cpoments of TCOC for that Program, for example, pharmacy may be exclude

FNRBY a2YS tNRANFrYaAaQ OFftOdAFGA2ya 2F ¢20Ft /2ad 27

Included services:

9 Unigue to each agreement between the ACO and a Payer.

1 Pharmacy, nursing facility care, psychiatric treattearState psychiatric hospitals, involuntary placements for inpat
psychiatric stays, dental services, and fgnergency transportation are not included in the OneCare program. The
Department of Vermont Health Access (DVHA) directly pays participariteske services.

9 Excludes any services that are offered to beneficiaries but are paid for by other Vermont government departmer
(e.g., Vermont Department of Mental Health or the Department of Disabilities, Aging and Independent Living).

Axene(2021)"

Definition:d ¢ KS @241t O02ad 2F OFINB FddSyLiia G2 t221 G 6K
associated with a population and their specific conditions. It does not include the explicit admin costs that are rdqt
I KSFfGK LIXIysS odzi ¢2dzZ R AyOf dzRS &a2YS 2F GKS 20 KSN
Included services:

1 All inpatient and outpatient services.

1 Use claims data to generate unit costs and utilization statistics, which can be multipliedidca PMPM value (i.e., an
actuarial model).

Global and Professional Direct
Contracting (GPDC) Modél

Definition The Performance Year Benchmaakarget Per Beneficiary Per Month (PBPM) dollar amaepresents the
average Medicare beneficialyfCOQor aligned beneficiaries anefers to the target expenditure amouttat will be
compared to Medicare expenditures for items and services furnished to aligimedt Contractindpeneficiarieduring a
performance yeato determine thedirect contracting entitie® & @Ay 34 2N f 253aSa

Included services:

1 Part A and B expenditures for aligned beneficiaries during a baseline period

X OneCare Vermont Accountable Care Organization, LLEB&iskg Participant & Preferred Provider Agreement. Published online September 2018.
https://www.lawinsider.com/contracts/b3sUDVD6dDV

Xip ESYyS Wo 2 KFEG L&

¢KS ac2aGlt /2ald 27F [/ hiNB/éxenehs.Bomaokostsagednatter. & al G G§SNK t dzof A & K
Xt Center for Medicare and Medicaid Innovation. Direct Cacting Model: Global and Professional Options Request for Applications, 11/25/2019. Published online 2019.

https://innovation.cms.gov/files/x/derfa.pdf.
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https://www.lawinsider.com/contracts/b3sUDVD6dDV
https://axenehp.com/total-cost-care-matter/
https://innovation.cms.gov/files/x/dc-rfa.pdf

Source

Definition and Included Services

| SFEfdKt I NIy SNE&
Care and Resource Use (TCOC
Frameworkg Total CosIndex
and Resource Use Ind&x

| St GKt | NIY SNA !
measurement approach is one ¢
the only published, established
populationbased measures of

TCOC that has been reviewed &
endorsed by the National Quality
Forum (NQFE)Y

Definition TheTotal Cost Indexs a comparative tool to reflect the cestfectiveness of managing the patient populatig
and it is calculated by comparing rialjusted PMPM cost measurements (developed by combining administrative cl
and membership eligibility dataadlh a1 | R2dza Ay 3 gAGK W2Kya | 2L AduSed!
PMPMs from peer groups and benchmarkiseResource Use Indecalculates the incidence and intensity of services
used to manage a condition or procedure, anditisdaltui SR dzaAy 3 | SIf G Kt I NIy SNAQ
(TCRRV) algorithm.

Included services:

9 All administrative claims (inpatient, outpatient, clinic, ancillary, pharmacy).

XV HealthPartners. Total Cost of CaleCOC) and Total Resource Use.; 204Tt8s://www.healthpartners.com/content/dam/braneidentity/pdfs/plan/tcoc-total-resource

use.pdf

*HealthPartners. HealthPartners Total Cost of Care and Resource Use Overview & National Quality Forum Endorsement. Septeniber 21, 201
https://www.healthpartners.com/content/dam/braneidentity/pdfs/plan/tcoc-executivesummary.pdf
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https://www.healthpartners.com/content/dam/brand-identity/pdfs/plan/tcoc-total-resource-use.pdf
https://www.healthpartners.com/content/dam/brand-identity/pdfs/plan/tcoc-total-resource-use.pdf
https://www.healthpartners.com/content/dam/brand-identity/pdfs/plan/tcoc-executive-summary.pdf

Appendix D. Summary of Model and CO€RelatedCharacteristics of SelectedMMIModels, and Other CMS and
Demonstrations

AppendixD.1. Side by Side Comparison of Medicare Advantage and Selected Medicare Innovation Models

Charactdstic
(Appendix D.1)

Medicaréddvantage
(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC Vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Brief Model
Overview

Health plans that offer M
products (fully capitated)
have incentives to reduc
total cost of care. MA plg
include traditional insura
carriers, staff model plan
and integrated delivery
systems. Plan structures
vary including Health
Maintenance Organizatid
(HMO), PreferrerbiAder
Organizations (PPOs),
private fetorservice
(PFES), special needs
plans (SNPs), point of
service (POS) HMOs, an
medical savings account
(MSA) plar?4?

Accountable care

organizations have incentiy
to reduce total cost of care
May behysiciated, health

systended, integrated delive

system (ID$9d or other
models.

Direct Contracting Entities
(DCEs) have incentives to
reduce total cost of care. D(
may be physicibad, health
systerded, integrated deliver
systered. There afeur
types of DCEs

1. Standard DCEs are typic
physicianhealth system
or ID9ed and composed
participating providers wi
experience serving Mediq
and duatligible
beneficiaries. These may
new entities or existing
ACOs.

2. Highneeds populati DCES
serve beneficiaries with
complex needs using an
appropriate care model.

3. Medicaid managed care
plans

4DCBi ncl ude 0
that have not served

Medicarbeneficiaries.

Maryland hospitals
participate in a TCOC
model that sets a per
capita it on total
inpatient Medicare cos
called the Hospital
Payment Program (HR
The model also includ
aCare Redesign
Program (CRRyhich
allows hospitalspay
nonhospital health car
providers who partner
and collaborate with th
hospitafincludesare
delivered in hospidals
HCIPViiand care
delivered over episodg
that to 9@days following
dischargeECIP®, and
The Maryland Primary
Care Program
(MDPCP¥0

MSSP ACOs have
incentives to reduce tq
cost of care. In 2020,
46% of ACOs were
physiciated, 27% were
hospital led and the
remaining were
integratedhysiciated
ACOs received bonus
and generated savings
rates of PBand 8%,25!
MSSP ACOs fall into fi
tracks. Basic tracks
include levelsE&
Levels A and B are-on
sided (upside only)
models, and Level&C
of basic and the
Enhanced Track MSS
ACOs accept twioled
risk as described
below?>2

Bundled Payments for Ca
Improvement (BPCI)
initiativenow complete,
includedbur broadly defing
models of carbat
consolidatgzhymeistfor
multiple services
beneficiaries receive durin
specifiepisodgof carde.qg.
major joint replacement of
lower extremity, Acute
myocardial infarction, etc.
Under the initiative,
organizations entered
payment arrangements th
gave theraccountability fo
financial and performance
outcomes for thesgisodes
of care. These models ain
to increase quality and ca
coordination at a lower co
to Medicars?

xiMedicare Advantage includes several different kinds of plans: Health Maintenance Organizations (HMOs),drdDed &nizaticets PirRAK), and Regional PPOs (which are known as Coordinated C

Plans [CCPs)); Private-ieeService (PFFS); Mede Savings Account (MSA) plans; and two additional plan classifications that cut across plan types: $yies)aamededspbiees ¢Boup plans.
xiThe Global and Professional DC Modeltsfigaperformance year in April 2021, andetheficfoation on the intervention is limited and preliminary.

xiiThe Hospital Care Improvement Program (HCIP), which began in 2017, allows hbepjtékd fwhyaicians for efforts to improve quality and efficiency of hospital car¢éh& bisncetigadted hospital

based physicians could be paid by volume and might have different incentives than hospitals to reduce avoidable acute care.

xxThe Episode Care Improvement Program (ECIP), which began in 2019, pays hospitals fangueitbssfintbgpitatkpartners to reduce total costs for episodes of care that start in the hospital but en

days late
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Charactéstic
(Appendix D.1)

MedicaréAdvantage
(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Beneficiary
Participation and
Total Covered
Population

Beneficiaries have an
opportunity to opt for MA
benefits (Medicare Part
during annual open
enrollment periods.
Beneficiaries opting for H
C can choose among pls
in their area based on hg
a plands -pag
structure aligns with
prefereres and needs.
Beneficiaries also have t
choice to enroll in-MBP
(prescription drug plans)
that cover selfiministered
prescription drugs in
addition to other medical
and supplemental benefi
Medicare eligible individy
enrolled in MA plans by
chace. Nationally, MA
plans covered 26.5M
beneficiaries (42% of
Medicare beneficiaries) i
2021254

Beneficiaries are aligned w
an NGACO either through
voluntary alignment on the

of the beneficiary or

prospective alignment base
on claims. Under pextjve

alignment, beneficiaries ar¢
covered through the ACO i
they receive a specific shal
their care from a participati

provider (see bel&w).

Alignment and voluntary

beneficiary enrollment

methods are set such that

likely that beneficiases

providers associated with |
ACO during the program.

However, beneficiaries are
allowed to see any Medica
provider they choose even
the provider is not a part of
modef>6In 2019,1.2 million
beneficiaries were aligned

NGACO providers.

Beneficiaries are aligned wit
DCE (and participating and
preferred providers) either
through voluntary alignment|
claimsbased prospective
alignment (to some extent
depending on DCE type)

Eligible individuals
include all potential
patients residinmgthe
state of Maryland. (~6
million). For the HPP
component Medicare
beneficiaries are each
attributed to a hospital

Medicare fderservice
(FFS) beneficiaries hal
the flexibility to choosg
their primary care
provider (PCP) withou
any cossharig
implications. The Sha
Savings Program will {
the eligib
selection of a primary
clinician over a claims
based assignment
methodolody®The
claimshased assignme
methodology refers to
the assignment of PCH
based on the plurality
claims. Average numb
of beneficiaries includg
MSSO ACO is 20,700
The MSSP ACO progr
included approximatel
10.6 million attributed
beneficiaries in 2620
around 28% of traditio

Medicare beneficiaries

About 1 million

beneficiarié® Beneficiarieg
can choose to receive car

from providers not
participating&@BPCI

initiative. Beneficiaries re
their full original Medicare|
benefits. The initiative dog
not restrict the ability of

beneficiaries to access ca

from participatinghon
participating providers.
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Characteistic Medlcareﬂ\dva_lntage Next Gen ACO Glo_bal & Profess_lona Maryland TCOC Mec_ilcare Shared Bundled Payment
(Appendix D.1) (MA)or Medicare (NGACO) Direct Contracting Model Savings Program . oo (BPC
Part @ (DCyi (MSSP)
Provider Beneficiaries have acceg Providers can choose to Like NGACOs, providers ca| Consistent with Medic{ Medicare FFS BPCisa voluntary initiativg
Participatior to health care providers { participate in NGACOs. Th| choose to participate in DCH FFS, the model has ar beneficiaries have the| that allogyparticipants to
Network partici pat e]| providersare known as as fipad tamrd pE open network policy, g flexibility to choobkeit | enter into agreements witl
network with cesdtaring | Aipar t i ci p ant| alsodesignate specific hospitals in the state g PCP without any eost | CMS to be held accounta
requirements set by the | also designate specific provi der s as | Maryland participate. | sharing implications. T| for total episode payment
pl an. Benofef|providers as|providers.o Shared Savings Progr{ Participants could be
poc ket dgecaiving | providers to facilitate will use the eligible hospitals, physician group
services for noetwork coordination of services ac benef i ci ar| practices (PGPphstacute
providers vary by plan. | the continuum of c#¥e. a primary clinician ove| care PAQ providers, or
Payments to eafinetwork claimshased assignme| other entiseThe
providers vary. PFFS plg methodology agreements also spesifi
are not required to have partick nt sd cho
provider networks in are three paymembdels, 48
with fewer than two netw clinical episodes, three
plans260 options fapisode length,
and three risk traéf.
Geography / While MA plans are In 2019, 41 ACOs participg 53 DCEs aperating in 202] State bMaryland. 513 MSSP ACOs in 2(
Access available in all parts of th in the demonstration acros| across 38 states, the Distric across most of the
U.S., over 40% of MA states and 112 hospital ref( Columbia, and Puerto R¥to. states.
beneficiaries live in one ¢ regions (HRR#Y. Each DCEG&s s¢g
19states/territoriedMA includes a core: all counties
planpenetratiois low which DC Participant Provid
(20% or fewer eligible have office locations and
beneficiaries) in nine extended: includes counties
states/territori@d. 263 contiguous to the ctfe.

*The claimased assignment methodology refers to the assignment of PCP based on the plurality of claims. CM&nyitbesgigrtiaipatieddCO when the beneficiary receives at least one primary
service furnished by a primary care practitioner within the ACO, and more primary care services (maisured dyakiedipéumished by primary care peaatittemearticipating ACO than from the
same type of providers at any other Shared Savings Progra®a@@OChgror RACO individual or group TIN.

xiThis includes FL, MN, HI, OR, WI, MI, AL, CT, PA, CA, CO, NY, OH, AZ, GA, TN, RI, TRicbA) and Puerto

xdiNine states include AS, HI, KS, MD, MT, ND, NE, VT & WY.
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Charactéstic
(Appendix D.1)

MedicaréAdvantage
(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Overview of
Covered Service!

MA plans are required tg
cover Medicare Part A al
B services. Most plans a
cover sefidministered
prescription drugs as an
alternative to Part D, and
supplemental benefits (s
belowXXiixxiv

NGACO plans cover Medid
Parts A and B services.

Parts A and B services prov
under DCEs and their
participating providers and
preferred providers.

HPP component inclug
hospital services. Othg
programs covegrvices
provided by hospital
based physicians and
services delivered dur
postdischarge episode
MultiPayer Advanced
Primary Care Practice
(MAPCP) covers care
management and fhon
traditional modes of
patient engagement.

MSSP ACOs cover
Medicare ParfA and B
services.

Four model$

Model 12013 2016)
definedhe episode of care|
as the inpatient stay in the
acute carbkospital and
includes all MS DRGs
Model 22013 2018)He
episode included the inpa
stay in an acute care hosy
plus he posacute care and
all related services up to g
days podtospital discharg
Model 32013 2018}he
episode of care was trigge
by an acute care hospital
but began at initiation of-p
acute care

Model 4 (2018presen}
singleprospectively
determined bundled paym
to the hospital that
encompassed all services
furnished by the hospital,
physicians, and other
practitioners during the
episode of care, which lag
the entire inpatient stay.
Participants coslelect up
to 4&different clinical
episodefor models 2, 3 an
4.

xxiiMedicare Part A hospital insurance covers inpatient hospital care, skilled nursing facility, hospice, labhestt sargery, hom

»xvMe di car e
prescription drugs.

Part B

¢ ervicesrand tests, putpatiene care, lhamle bealtth secvices, dwable medical equipment, and other medicateeerkesnitapr8valsiive services and limited
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Charactéstic
(Appendix D.1)

MedicaréAdvantage
(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Rx Benefity

MA plans cover
prescription drugs in twi
ways. Physician
administered prescriptig
drugs are covered unde
all MA plans (as they ar
under Part B). Most MA
plans offer an NP® for
selfadmistered
prescription drugs
prescribed by a licenseq
provider (an alternative
stanealone Part D
benefitsyvi

NGACOs cover Part B
(physiciaadministered)
prescription drugs. Self
administered prescription
drugs are not covered;
Howeveheneficiaries have
the option to enroll in Part
PDP.

DCEs cover Part B (physic
administered) prescription
drugs. SeHfdministered
prescription drugs are not
covered; however,
beneficiaries have the opti
to enroll in Part D PDP.

Prescription drugs a
not included but
beneficiaries have th
option to enroll in PD
Maryland also has a
subsidy program,
Senior Prescription
Drug Assistance
Program (SPDAP) th
provides financial
assistance to
moderatécome
Maryland residents
eligite for Medicare
and who are enrolled
a PDP.

Prescription drugs
under Part D are not
included. Prescriptio
drugs in Part B are
included as part of th
TCOC.

Prescription drugs cover
under Part D are not
includedPrescription dru
in Part B are indked as
part obundled payments

PostAcute Care
(PAC) Benefits

Unlike under FFS
Medicare, MA plans ma|
offer PAC services
(including skilled nursin
facility [SNF] stays,
rehabilitation hospital [IF
stays, and home health
without a precediday
hospital st&§’

Unlike under FFS Medical
NGACOs may offer PAC
services (including SNF st
and rehabilitation hospital
(IRF) stays) without a
preceding-@ay hospital
stay.

Unlike under FFS Medicarg
DCEs may offer PAC servi
(including SNFags and
rehabilitation hospital (IRF
stays) without a preceding
day hospital stay.

ECIP component
includes services
delivered by PAC
facilitied SNFs, HHA,
and IRFs. Total SNF
spending per
beneficiary per year
declined by 10%
between 2013 to 201
compare to 5%
nationall§es

There is no
requirement for a
threeday hospital sta]
before SNF can be
used. Findings indicg
less use of PAC due
lower inpatient
hospitalizatia¥ii
Additionallijospital
and SNF participatio
in a MSSP ACO wer
associated with lowe|
readmission rates,
Medicare spending g
SNF, and SNF lengtt
of sta§f®

Models 2 and 3 included
post-acute care after an
initial inpatient hospital
stay. Model 3 only cove
the posacute care after g
initial hospital stay for
poterially 48 different
types of episodes for
clinical conditions. Mode
participants have waiver
for SNF stay without a
preceding-@ay hospital
stay and posdischarge
home visit. Only 4.4% of
episodes availed of the
SNF waiver afted8y
hospital stay.

»v[ncluding both physigdministered drugs (e.g., Medicai®) Rad drugs prescribed by primary care and specialists, but obtained through pharmacies (e.g., Medicare Part D).

x»iThe average deductible fePBIAs $121 compared to $435 for Medicare Part D Plan. In all other aspects, it is very sisnlaftéo Peetidgldre deductible, a beneficiary pagsiatBance and
Medicare funds until $4,020 after which the coverage gap begins. In the coverage gap, a beoifitéarygsay $o2Hravane drugs and total generic costs uputofgoocket spending limit up to
$6,350. Once a person reaches thEpouoket $6,350 limit, their catastrophic prescription drug coverage kicks in. As a result, éopéikeir wikgayphion drug costs, a $3.60 copayment for generic dru
or an $8.95 copayment for branded diuighever is greater.
xxviNot bound by the requirement for -@#yreespital stay before SNF can be used. Less use of PAC by MA due to healthier population, lower inpaiiemtone spitalimasiteek cAlso shift to lower
acuity PAC providers, such as home health
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Charactéstic
(Appendix D.1)

MedicaréAdvantage
(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Benefit
Enhancement

Beyond services covere
under Medicare Parts A
and B, almost all MA pla
provide access to eye
exams and/or glasses,
hearing exams/and or a
telehealth services, den
care, and fithess suppo
2710 As of 2021, most MA|
plans covered
transportation. Soma
plans offer other, non
primarily heaitalated
benefits, such as meal
services, pest control, a
transportation services.

NGACOSs have some
flexibility to enhance bene
beyond Parts A and B
services. They can use a
telehealthxpansion waiver
to cover services deliverey
beneficiaries at home or
alternative settings in-non
rural areas. NGACOs may
also use a waiver to covel
home nursing visits follow|
hospital discharge for
beneficiaries at risk of
hospitalizations from a
licensed clinician to preve
hospitalization. They can {
adjust costharing rules for|

specific Part B servit@s.

In addition to the NGACO
enhanced benefits, DCE ¢
offer home health services
certified by NP. Through a
waiver they may also be
exempfrom the homeboun
requirement for beneficiari
receiving home health and
may provide concurrent ca|
(both curative and -@fiife
care) for beneficiaries that
elect Medicare hospice.

It is possible that son
components of
Maryland TCOC (e.g
ECIP and PCT)
represent
enhancements in
services covered by
Medicare FFS, we w
do additional researg
on this topic, which
may require
discussions with
program stakeholder

As of 2018, MSSP
ACOs (TrackiC
Enhanced) expande
access to telehexith
services, extended
waiver of-8ay SNF to
MSSP ACOs with+w
sided risk.

BPCI model participants
have a waiver for provid
beneficiary incentives.
Transportation was the
most common beneficia
incentive distributed,
followed by

medication managemen
tools272

xviigybsequent to the issuance of this waiver for NGACO Medicare FFS altered rules to expand telehealth covdragiéhdemieggtecyubli

136



Charactdstic

MedicaréAdvantage

Global & Professional

Medicare Shared

(AppendixD.1) | (MA)or Medicare Neﬁg Aegg €O Direct Contracting Mar;ll\l/lan dd ;I-COC Savings Program CBun(Ijlgt_j I?aymBeFr)lé
Part @i ( ) (DC’V“ ode (MSSP) are Initiative (

Overall Payment| MA plans are paid on a ] NGACOs are allowed thre¢g DCEs are allowed two payn| Includes three Payment model varies Moded1,2& 3 include

Model member penonth (PMPM variations on Medicare FF§ model options. The second | componer?% track (basic or enhanc| retrospective bundled

basis based on both cou
level cost benchmarks
(103% of per capita FFS
costs adjusted for
beneficiadgvel risk) and
annual PMPM bids
submitted by MA plans. |
p | &bid & below the
benchmark (ranging fron
958hto 119 percentile of
the prieyears per capita
FFS Medicare rstjusted
spending by county), its
payment rate is the bid p
a share (between 50% a
70 %, depend
quality rating; see below
the difference between t
plands bid
bencmarkPlan structure
can vary based on
differences between the
benchmark PMPM and t
accepted plan bid (see
below).

payment models for provid|
and ACO payment:
1. FFS with an additional fi

. Providersan opt for a

. Providers can opt for a

perbeneficiary peronth
(PBPM) infrastructure
payment (ISP) to suppol
ACO activities to provide

populatichased paymen|
(PBP) modelherghey
are paid the MedicBFes,
minus an amount agree(
upon for expected overa
popuitiodlevel savings
from FFS costs. ACOs &
prospectively paid the
difference between
expected codtsase FFS
rate$ and reduced rate
payments to providers tf]
opt for PBPs.

model that is closer te fu
capitation. Under All
indusive PBPs (AIPBPS)
ACOs receive prospecti
monthly PBPs populatio
level expected FFS clair
Providers receive no dir
payments from CMS.
ACOs can then set
incentivdased rules for
payment to providers.
While not paid by CMS,
providers submit ckabm
CMS for adjudication, ar,
a reconciliation process
requires ACOs to return
funds paid to them in
excess of actual cdsés.

only available for DCEs opti

for the higher riskaring

arrangemeiiProfessional v.

Global see below).

1. Primary Care Capitation:
DCEs receive a capitated
riskadjusted monthly
payment for primary care
services provided by
participating or preferred
providers.

2.Total Care Capitation: DC
receive a capitated-risk
adjustd monthly payment
all covered services
(available only for Global
DCEs}’4

1.HPP: Hospitals rece
prospective annual
global budgets for al
services adjusted
based on historical
TCOC for patients
attributed to each
hospital

2.The CRP hospital
payments to non
hospital health care
providers who
collaborate with the
hospital to improve
quality of care.

3.MDPCP: Participatin
practices receive an
additional per
beneficiary per mont
payment from CMS
intended to cover ca|
managenm services

and linked to

benchmarks:

1.MSSP ACOs are
subject to an annual
spending target callg
a fibenchm
series of quality
thresholds. ACOs th
spend less than the
benchmark share th¢
savings with CMS.
There is a penalty fo
spending more than
the threshold under {
enhanced track

2.The Basic trackf
allows ACOs to begi
under a orgided risk
model and gradually
increase to higher
levels of financial ris
The Enhanced track
allows ACOs to take
on the highest level
risk and potential
shared savings.

payment arrangement wh
actual expenditusre
reconciled against an epig
of cared& t g
InitialliMedicare makEFS
payments to providers an
suppliers who furnish
services to beneficiaries i
Moded 2 & 3episodesThis
payment is then reconcile
against the target price an
based on the reconciliatio
the providers are further p
or recouped.

In Model 4, CMSkasa
single, prospectively
determined bundled paym
that encompassed all
servicesluring thentire
inpatient stay. Physicians
other practitionervétne
opti on tpoa ysoy
claims to Medicare and
receive payment from the
hospital out of thentled
payment. The bundled
payment amount inctude
related readmissions for 3
days after hospital dischal
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(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Overall Financi
Risk

Because all MA plans

paid on a PMPM basis
they face twsided risk.

Risklevels may change
based on varying eost
shamg flexibilities in pl
structure. (See below g
above)

NGACOs have two optio
for sharing overall financ
risk relative to Fistljusted
benchmarks.:
1 Partial risk (80% shareg
savings/losses).
9 Full risk (100% shared
savings/lossexy.
NGACOs alselect risk
caps on their shared
savings and losses betwi
5% and 15%.

DCEs have two voluntary
risksharing options:
9 DC Professional: 50%
savings/losses.
1 DC Global DC: 100%
savings/lossés.
Unlike NGACO there is no g
on this risk for DCEs.

Participating hospital
are at risk for care
delivered under a
global per capita
payment. Other
providers experience
only upside risk.

MSSP ACOs have fol
risk options. Levelg A
and an AEN
track. Levels A and B
the basic track offer
upside riskp to 40% of
savings/losses with a
10% cap. The remain
tracks call for twioled
risk of 530% of
savings/losses with ca
of 10%420%278As of
2020, 63% of MSSP
ACOs opted for upsid
risk only and the
remaining 37% opted
twasided risk?®

When a part.
aggregate Medicare episg
payments were less than
target price, they could
receive Nétayment
Reconciliation Amounts
(NPR) from CM8/hen
aggregate episqolyments
werehighethan the target
price participants may hav
had to repay amounts to
CMS Under Model 4,
hospital retained any posi
difference between target
price and payment to
providers hence it is upsid
risk.

»ix The episode cost to Medicare is calteld for each episode for each Episode Initiator using three years of historical data. Claims data are used to buildogsiedaesthe
included and excluded services for individual beneficiaries. If a minimum threshold of historical data is noteafieaiilparticular Episode Initiator for an episode, regional data
FNB dza SR (2 adzllld SYSyid GKS 9LIAAa2RS LYyAGAF G02NRA KA afon2anluging batioRal, GpisoespecificyrodvtiOrdatsl G S
to the paticipation year and a discount is applied to arrive at target price. In Model 2, 30 day or 60 day episode costs areedigo8itt and 90 day episode costs are

discounted by 2%.
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(MA)or Medicare
Part @

Next Gen ACO
(NGACO)

Global & Professional
Direct Contracting
(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Implications of
Cost
Benchmarks in
Payment

Implications of
benchmarking relative
PMPM payments are
described above. Plan
bidding below the
benchmark described
above may provide
benefits beyond those
covered under Part A &
Part B using 758fthe
difference between the
bid and the benchmark
costs80

CMS uses the Hierarchig
Condition Category (HC(
model to determine an
ACObs aver a
for the ACO
popul ati on
average risk scores for tf
performanegear
population. The
performance year
benchmark is risk adjustg
to reflect the change in
average risk score betwe
the baseand performancg
year populations. The
benchmarking methodolc
further rewards an NGAC(
for favorable financial
performance oresyling
relative to historical or
regional benchmaf¥3s2

DC will introduce several
innovative methodologies
benchmark construction,
including:

1 Use of adjusted MA rat

1 Using national per capi
cost to establish the tre
rate to adjust for year o
year cost changes.

1 Risk adjustment for the
population of aligned
beneficiaries based on
HCC score.

Benchmarking will be app

differently depending on t

type of DCE and how

beneficiaries are aligned t

the DCE?83

Under HPP hospitals
face rewards or
benefits if TCOC for
attributed Medicare
beneficiaries falls
above or below a
benchmarkased on
actual Medicare
spending in MD in 2(
trended forward at th
national Medicare
spending growth rate
Under ECIP, hospita
select one or more o
23 clinicalpgsodes
and receive additiong
payments if the cost
care across all settin
for 90 days after
discharge falls below
benchmark and the
hospital meets qualit
metrics. The risk is
onesided (upside) rig

to the hospital.

Payment benchmarks|
are estalsihed based
on:

1 Spending for
beneficiaries who
would have been
assigned to the AC
in the baseline year
(the 3 years prior to
an ACOOb6s
period).

1 Spending in the
ACObs reg

CMS does not

recalculate benchmar

based on changes in

National Provider

Identifiers (NPIs) billin

under the Tax

Identification Numbery

(TINS).

CMS created a participan
specifibenchmark by
updating historical episod
payments with national
spending trends, and thel
discounted it 2% to 3% to
create a target price. Mog
2 and Model 3 participant
with episodeayments
below their target price
received the difference ag
reconciliation payments.
Conversely, participants \
episode paymentoad
theirtarget price repaid thg
difference to CMS. Medic
savings, therefore, depen
on benchmarks accuratel
reflecting what episode
payments wouldve been
absent BPCI.
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Use of Risk MA plan PMPM Renormalization of risk CMS will apply a modified For PCT, care When establishing thg BPCAdvance(Model 2, 3
Adjustment for| benchmarks are adjus{  scores by NGACO contr¢  risk adjustment methagiol¢ management fees ar| historical benchmark, | & 4)features modified targ
Payment at tie beneficiary level for changes in risk score|  for the DC Model (effectivy adjusted based on CMSuses the HCC prices that incorporate ris|
using HCC) scores wh|  between baseline and risk adjustment is not beneficiary risk tiers | scores to adjust for adjustment anefflect peer
account for differenceg  performance years. In P} currently available as the| assessed on the HC( changes in severity off performance and a highe
expected medical and PY3 NGACOs chooy  model began in April the population assigng discount. Some BPCI clin
expenditures based o between renormalization|  2021%85 to the ACO between t| episodes were not includg
demographic and and prospective coding first and third benchm| in BPCI Advanced due to
diagnostic information.|  adjustment to their score years and between th( high clinichleterogeneity ¢
account for unforeseen second and third small volume.
increases in scores. Facf benchmark years.
contributing to increased CMS ristadjusts the
scores included KIO countyevel
implementation, widesprt expenditures used in
electronic health record calculatingéhregional
(EHR) adoption, and component of the
increased valbased nationategional blend
payments for growth rate used to
Medicare/other payers. Ii trend the first and
PY4, several ACOs second benchmark
attributed losses or poter years to the third
|l osses to t benchmark ye#f.
adjustment methodoRsgy|
Beneficiary MA plans have varying  Beneficiaries have the s§  Same as FFS with Unclear if this is Cost sharing Beneficiaries have the sa
CostSharing costsharing structures costsharing rules they incentive currently available in| requirements are costsharing rules they wo

(plarenrollment
premiums and-co
payments for covered
benefits provided by in
network providers). To
MA cost sharing for Pg
A and B services cann
exceed cost sharing fo
those services in FFS.
MA plans may reduce
cost sharing as a
mandatory supplemen
benefit and may use
rebate dollars to do so
Since 2011, MA plans
have had an eoft
pocket limit for service
covered under Parts A

and B.

would experience under
FFS. NGACOs and
participating providers
ergaged in risk
arrangements can
implement an optional
patient engagement
incentive to reduce align:
benef i cofpacket
costs for services such @
preventive care and chrg
disease managemgit.
Part B drugs and durable
medical equipment (DMK
are not eligible for eost
sharing reducticts.

DCEs can enter
arrangements with
participating and preferre
provides to reduce or
eliminate beneficiary cost
sharing amounts for spec
categories of aligned
beneficiaries f@art B
services identified by the
DCE?89

publicly available
information.

consistent with rules
under FFS Medicare.
Like NGACO and
GPDC, MSSP ACOs
that accept tveided
riskprovide support to
patients to reduce-out|
ofpocket expenses fo
select Part B servié®s

experience under FFS.
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Health Equity an{ MA plans differ in their | NGACOs vary in the exten| The DC model aims to emp¢ Payment incentives cq Interventions addressi| Evaluation of model suggg

Access to Care | offering of supplemental| which they implement beneficiaries to personally | improve care equity vary by ACO. | that the quality of care wa

benefits that address he
equity. MA beneficiaries
racial and ethnic minority
groups reported
experiences with care th
were either worse than o
similar to experiences
reported by white
beneficiars&o!

interventions to specifically
address equity. Evaluation
findings suggest that NGA(
have opportunities to imprg
access to care for dually
eligible beneficiaries and
members of racial/ethnic

minorit groups, such as

improving access to primat
care, addressing gaps in c{
and making connections to

needed servic&s.

engage in their own care
delivery and aims to increas|
access to innovative and
affordable carg3

management. Howeve
little information is
available on howet
program addresses
equity.

MSSP ACOs have
greater financial flexib
to help health care
organizations meet
healtkrelated social
needs and proactively
reach beneficiaries, as
opposed to waiting for
patierg to come for a
clinic visit.

maintained among vulner
populations studied
(beneficiaries with demen
dual eligible and beneficig
with recent PAC use).

Coordination of
Care

MA p | aoach t caae
coordination varies and
often includes a focus or
disease management.
Research shows MA pla
offer better care
management and
coordination compared t
FFS Medicaf&

Specific approaches to car
coordination by NGACOs v

Some NGACOs have
effectively reduced
hospitalizations and
readmission using care
coordination programs
focusing on top 10% of
beneficiaries at risk of

hospitalization, and use of
chronic care management
(CCM), and transitional catf

management (TCM)
serviced?

It is antipated that specific
approaches to care coording
will vary by DCE and
participating providers. The
model allows the participatir]
DCEs to provide gift cards t
beneficiaries with complex,
chronic conditions to particig
in disease management
program&6

More than 50% of
hospitals had
implemented care
coordination plans to
reduce spending and
hospitalizations.

In addition to the care
management program
targeting high risk
population, MSSP AC
have financial incentiv
under Pathways to
Success to support ru
ACOs in delivering bet
coordinated care and
more efficient care for
beneficiaries and
encourage @viders to
enter into vahbased

care.

Accountability for patient ¢
coordination and spending
has increased under
advanced BPCI models
program, which holds
hospitals accountable for
spending during thed®§
postdischarge perfgd
BPCltecognizes the
importance oére
coordination aafficiency b
including services from
multiple healthcare provid
within the fixed target pric
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(DC’vii

Maryland TCOC
Model

Medicare Shared
Savings Program
(MSSP)

Bundled Payment
Care Initiative (BPC

Quality of Care

1  MA uses a fagtar
rating system to ratg
each contract based
on 46 measures of
clinicatjuality, patien
experience, and
administrative
performance.

1 MedPAC has
expressed concerns
about the current stg
of quality reporting i
MA298

1 Some research sho
that enroliment in M
was associated with
more preventive car
visits, fewer hospita
admisions and
emergency
department visits,
shorter hospital and
skilled nursing facilit
lengthofstay£29

NGACOs are given a qualif
score based on their
performance on three quali
measurediospitalizations fa
ambulatory care sensitive
conditions (ACSGpday
hospital readmissions, ard
day hospital readmission fr
a SNF. NGACOs are subje
to qualityithholds (2%) fror
their shared savings if they
not meet quality benchmar
The evaluation did not find
impact of the NGACO Mod
on qualitpfcare outcomes
overall, though some grouy
NGACOs achieved
improvement¥

DCEs are assessed on
peformance on five quality
measure®!

il
f

RiskStandardized-All
Condition Readmission
AllCause Unplanned
Admissions for Patients v
Multiple Chronic Conditio
Days at Home for Patient]
with Complex, Chronic
Conditions

Timely Folleup After
Acute Exacerbmts of
Chronic Conditions
Consumer Assessment 0
Healthcare Providers &
Systems (CAHPS®) Suryv

DCEs are subject to a qualit
withhold of 5% of their
benchmark based on
performance on the quality
measures. The quality of cal
for GPDC has not been
evaluted to date.

There are nine quality
measures used in
Mar y | a n-obéed
incentive program.
Some of these measu
are included for
performance
calculations, rewarding
hospital improvement,
attainment of high leve
of quality or both.

Research she a
reduction in hospital
readmissions from 1.2
above the national
average to 0.19
percentage points beld
the national average.
The model also saw a
53% reduction in the r
of hospital acquired
conditions across all
payerso2

MSSP ACOs are
requirecbtreport on 31
quality measures. MS§
ACOs are given a qua|
score based on their
performance on three
quality measures relat
to care
coordination/patient
safety, preventive heal
and control of diabetes
depression, and
hypertension. ACOs a
subjetto quality
withholds from their
shared savings if they
not meet quality
benchmark&3in 2019
and 2020 hospitals me
performance standard
for these quality
measure®#

Quality measures for BPQ
evaluation are all cause
mortality, unplanned
admissiorsnd ED visits
within post discharge peri
within 90 days of the initig
hospital stay. BPCI model
maintained or did not imp
the quality of care for thes
measures.

xxThe nine measures are part of a) Readmission Reduction Incentije B rbtznattand Hospital Acquired Conditions Program (1); ¢) Quality Based Reimbursement
Program (4); and d) Potentially Avoidable Utilization Program (3)
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Issues and CMS pays MA plans bag NGACO did not achieve The benchmarking methodg The model allowed Beneficiariagho exited| Increasingly, BPCI hospita

Challenges on HCC scores. The HC{ sufficient savings to justify | for claimaligned beneficiarief Maryland to retain its | MSSP ACOs with the | and MSSP ACOs are in th

score i®ased on the hea
status of MA enrollees. A
result, MA plans have
strong incentives (not as|
present in FFS Medicare
identify and report as m4g
diagnoses as can be
supported by the medica
record. CMS has
investigated the extent td
which MA plan®rk to
inappropriately inflate H(
scores. However, many
legitimate strategies are
available to MA to increq
risk score®s

making it a permanent Cer
for Medicare and Medicaid
Innovation (CMMI) paoy

in a Standard DCE uses a
threeyear weighted baseling
historical expenditures.
Because the base years are
weighted very heavily towar
the most recent base year, i
be difficult fexperienced
organizations to succeed in
Direct Contracting.

ratesetting authority fo
Medicare expenditure
despite shifting 80% o
hospital revenue into g
facility based global

budget payment mode

highest shared saving
per PCP had unusuall
high relative spending
compared to
beneficiaries exiting ot
MSSP ACOs. The
correlation between
shared savings and
favorable selection is
problematic.

Using a provider-t@x
nunber (TIN) to identif]
clinicians could result
unwarranted savings &
this allows ACOs to
replace higtost
clinicians with lowst
clinicians.

same marketé/hen patient
attributed to an MSSFOAC]
trigger an episode at an
unrelated BPCI provider, {
BPCI provi de
functionally counted in the
MSSP ACOO6s g
performance. In this situat
there is no obvious incent
or mechanism for the MSS
and BPCI providers to
coordinate et
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCFH
Model

Brief Model Overview

The AH@odel provides fund
to Abridge or
facilitate referralsNtedicare
andMedicaid enrollees acros
health care and sos&lvice
providers. Bridge organizatio
use multidisciplinary care teg
to coordinate services betwe
providers and commuipétsed
organizations to increase ac
to social servic€ESMMI
launched the model with the
of evaluating whether conige
Medicare and Medicaid
beneficiaries with community
resources can help address
HRSNs, improve health
outcomes, and reduce total g
of caré%’The model funds do
not pay directly or indirectly f
any community servitéés.

The FAl is designed to help ¢
the financial incentives of the
Medicare and Medicaid
programs with the goal of
improving care. The model
includes either capitated or
manage feeforservice (MFFS
payment methodologies that
adopted by individual states |
align programs and services
primary, acute, behavioral he
and longerm services and
supports (LTSS) for these du
eligible. Eacttate has
participatingedtareMedicaid
Plan(s) (MMPs) that provide
health coverage for the targe
populatios of January 2022
11 states have adopted the
model and tailored it to their
speci fic3¥stat

The OCM is a mpkhiyer,
episodéased model with the
goal of sygorting highquality,
lower cost care to patients
undergoing chemotherapy.
Under OCM, physician agre€
take part in tvpart payment
arrangements that provide
funding for participating in ca
coordination activities and
incentivize lowering the ¢ottl
of care10

CPC+ was a national advand
primary care medical home
model that used regiosmged
multipayer payment reform a
care delivery innovation with
aim of improving primary car
2017 the model was launche|
14 regions. The fixear model
includes two primary care
practice tracks with incremer
advanced care delivery
requirements and payment
options. The CPC+ model
includes two tradkaith more
advanced care delivery
requirements and financial
support under Track!2.

PCHs a fivgyear payment
model that is designed to re
value and quality with an
innovative payment structure
support advanced primary c&
delivery. PCF builds off of thg
existing CPC_ model design
is designed as a rApdiyer
modef12
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Beneficiay Participation
and Total Covered
Population

Highrisk Medicare and Medid
beneficiaries. Beneficiaries @
eligible to receive navigation
assistance if they live within
Geographic Target Area of a
participating bridge organizal
have one or maEfive core
HRSNs (housing instability, f
insecurity, transportation
problems, utility difficulties,
and/or interpersonal violence
and selfeport having two or
more ED visits in the 12 mon
prior to screenifi§Bridge
organizations partner iitical
delivery sites, such as hospit
primary care providers, and
behavioral health providers,
reach beneficiaries. Consen
potentially eligible beneficiari
are screened@@rson or over
the phone by bridge
organizatiamained screeners
bebre, during, or after clinica
visits using the AHC HRSN
Screening ToéfAfter
screening, navigat@igible
beneficiaries receive a
community referral summary|
form, are contacted by
navigators, and are given the
choice to receive navigation.

Duallyeligible beneficiaries
enrolled in both Medicare an|
Medicaid in the participating
states are part of the target
population. Specific eligibility,
requirements vary from state
state. States participating in
capitated model provide an ¢
in emollment period during wi
beneficiaries can select a he|
plan. In most states, any
remaining individuals who hg
not chosen a plan are
automatically assigned to on
Enrollees can opt out of the
demonstration at any fihe.

Medicare FH&neficiaries wit
cancer undergoing
chemotherapy treatment whq
health care providers join the
program are eligible to
participate. Beneficiaries are
automatically enrolled in the
program if their provider cho
to take part in the OCM and
choose different health care
provider not participating in t
OCM if they do not wish to
receive care under the GBM
Between 2014 and 2019, ovg
1,000,000 episodes were
included in the O€NIThe
program covers approximate
of Medicare FFS chemothera
related cancer care, and ove
200,000 unique beneficiaries
year1s

CPC+ focused on Medicare
beneficiaries served by CPC
practices. By 2019, over 17
million patients were served
under CPC+ in 18 regidhs.

Medicare FFS beneficiaries
served by PCF ptiges in 26
regions. The first performang
period for Cohort 1 in PCF bg
on January 2021 (with Coho
beginning in January 2022) s
information on the beneficiar
population is unavailable at t
time.
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Provider Participation /
Network

Currentlyhére are 28
organizations participating in
AHC modétoBridge
organizations include health
systems, health networks, si
site hospitals, independent
nonprofits, public health
agencies, payers, academic
medical systems, consulting
firms, and healtifformation
technology firf&Bridge
organizations partner with cli
delivery sites such as physic
practices, behavioral health
providers, clinics, and hospit
to conduct HRSN screenings
and make referrals to comml
serviced?2Screenings cae
conducted by existing clinical
staff, dedicated screeners, o
volunteer¥3

Providers of primary, acute,
prescription drug, behavioral
health, and lotgym supports
and services who serve
Medicardledicaid enrollesm®
eligible to participate in the
program. MMPs must establi
network of providers across
specialties that meet time an
distance standards to ensure
there is an adequate provide
network for beneficiaries.

As of July 2, 2021, 186atogy
or multispecialty prastice
providing chematéygyand 5
commercial payers are curre
participating in the G&M
Over 7.000 practitioners
participate in the OCM each
years

2,610 primary care or

multispecialty practices oper
as a CPC+ practice site withi
one of the 18 CPC+ regions.

Eligible care providers includ
those in internal medicine,
general medicine, geriatric
medicine, family medicine,
and/or hospice and palliative,
medicine. The first performatr
period for Cohort 1 in PCF b
on January 2021 (with Coho
beginning indaary 2022) so
information on the participati
provider network is unavailak
at this time.
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Geography / Access

28 organizations participating
21 states: AZ, CO, CT, HI, IL
KY, MD, MI, MN, NJ, NM, N
OH, OK, OR, PA, TN, TX, VA
and W\26

Currently 11 states are
participating in the Financial
Alignment Initiative. Nine sta|
are currently participating in
capitated model: CA, IL, MA,
NY, OH, RI, SC, and TX. Oni
state, WA, is currently
participating in the MFFS mqg
One state, MN,currently
participating in the FAI solely
under administrative alignme
activities and therefore is not
under the capitated nor the
MFFS model.

CO ended participation in its
MFFS model on December 3
2017. VA ended patrticipatior|
its capitated neldn Decembe
31, 2013%%

126 participating practices
located in 27 states. Practice
are located in AL, AR, AZ, C
CO, CT, FL, GA, IL, IN, KY,
MI, NJ, NM, NY, OH, OK, OHR
PA, SC, TN, TX, UT, VA, WA
WI, and W48

18 regions: Arkansas, Colorg
Hawd, Greater Kansas City
Region of Kansas and Misso
Louisiana, Michigan, Montan
Nebraska, North Dakota, Gre
Buffalo Region of New York,
North HudsePapital Region o
New York, New Jersey, Ohig
Northern Kentucky Region,
Oklahoma, Oregon, Great
Philadelphia Region of
Pennsylvania, Rhode Island,
Tennessee.

PCF is offered in 26 regions
including:

- Statewide: AK, 8R,CO, DE
FLHI,LAME, MA, MUT,NE,
NH, NJ, ND, OKQR,RI, TN,
VA.

- RegionapecificGreater
Buffalo regionY\\Greater
Kansas City regi#tA(and MQ
Greater Philadelphia redté)
North Hudsedbapital region
(NY), Ohio and Northern
Kentucky region (statewide i
OHand partial statekin),
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Overview of Covered
Services

Funds for this model do not
directly for medical or comm
services. Funds do not go
towards addressing HRSNs,
are specifically distributed to
support the infrastructure an
staffing needs of bridge
organizations offering navigq
and screerurservices to
connect beneficiaries with
community services and othe
providers offering HR&Idted
serviced?®

The AHC model has two trag
Organizations in the Assistar
Track provide care navigatio
services to higisk
beneficiaries. Organization
the Alignment Track provide
navigation services and help
develop partnerships betwee
services and supports.

State demonstrations pursui
either the Capitated Model ol
MFFS Model must ensure thi
provision of aladitional
Medicareand Mdicaiecovered
services, including primary,
acute, prescription drug,
behavioral health, and-teng
services arglipports. They
must also ensure the provisi(
care coordination (e.g.,
comprehensive health
assessments, development ¢
individualizedregplans, and
management of care transitic

In the Capitated Model, plang
must also cover all services

included in t

state plan and Medicare Part
benefitd30

OCM covers oncology care
through an episdo@sed
process.,

OCM epised begin on the da
of an initial Part B or Part D
chemotherapy claim and
includeall Medicare Part A a
Part B services that FFS
beneficiaries receive during t
episode peripds well as
selectedPart D expenditures
Episodekastsix monthsnd
thesame beneficiary can
participate in multiple
episode®!

Primary care services, includ
Medicare Part A and B cove
services, with flexible
reimbursement for services t
delivered inside or outside of
office visit. These
flexible/enhanced paytago
beyond what is typically cove
under traditional FFS payme
arrangements.

Primary care services, includ
clinical services that are

traditionally billable under Pa
along with services to improy
care coordination and target
patient suppday enabling

practitioners to furnish servic
in a way that best meets thei
patientsd nee

Rx Benefitgi

N/A.

Both Capitated and MFFS c¢
Medicare Part D benefits. In
Capitated Model, MMPs mus
cover all Medicare Part D

benefits. In the MFFS Model
Medicare Part D benefits are|
covered by traditional Medic:

Includes Medicare Part B
payments for chehresbpy
drugs, neohemotherapy drug
and select Medicare Part D @
payments (the Low Income ¢
Sharing Subsidy (LICS) amo
and 80% of the Gross Drug (
above the Catastrophic (GCI
thresholdf?2

Comprehensive medication
management and screemwing
healtkrelated social needs
under Track 2

N/A

xxi|ncluding both physigdministered drugs (e.g., Medicare Part B) and drugs prescribed by primary care and specialists, but obtaése@ throvgdiphegrRact D).
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicaréMedicaid

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Enrollees
PostAcute Care (PAC) N/A. Integrating and coordinating | Total episode payments incly N/A N/A
Benefits for people with lelegm payments to pestute care an
services and supports (LTSS hospice faciliti&s.
a key feature and aspect of t
FAl. Some participants also (
enhanced PA®nefits.
Benefit Enhancement N/A. Each state provides ombuds| Patients participating in the ¢ waiver for telehealth. Beginning in 2022, PCF will

and on@none counseling
programs as part of the Final
Alignment Initiative. The
ombudsman programs provic
beneficiaries with assistance
help solving problems.-Gme
one counseling programs
conduct outreach and provid
education and assistance to
beneficiaries regarding their
insurance optiot¥s.

Benefits offered through the
vary from statestate and fron
progranto-program. Some
additional benefits offered
include expanded vision
coverage, palliative care
benefits, expanded inpatient
outpatient psychiatric service
and coordination with
communifyased
organizatioid8®

receive enhanced care
management services covers
by theMonthly Enhanced
Oncology ServigdEQS) fee.
These services include: 24/7
access to clinicians with real
time access to patient medic
records, patiemvigation, and
documented care pl&§3he
care plan includes advanced
care plans, plans for address
psychosocial needs, and a
survivorship pl&H.

implement a telehealth bene
enhancement that waiv
originating site requirements
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Overall Payment Model

Funding provided by this mo
supports bridge organization
developing approaches and
navigation services to link
beneficiaries to community
services. The funds cover thg
infrastructure andftey of
bridge organizations, includir
developing and implementing
training programs and paying
screening, referral, and
navigation staff. The model f
do not pay directly or indirect
for any community sendées.

The Financial Alignmeitiative
has two payment model type
including MFFS Model and tf
Capitated Model. Under both
payment to providers aligns \
standard Medicare and Medi
services payments.

1 Under the MFFS model,
and a state enter into an
agreement through witieh
state is eligible to receive
performandeased paymen
dependent on shared savi
stemming from initiatives
improving quality and
reducing costs for Medica
and Medicafré?

1 Under the capitated mode
CMS, a state, and a healtl
plan enter into a thvesy
contract to provide
comprehensive, coordinat
care. Both CMS and the s|
will pay each health plan ¢
prospective capitation
paymeng*Payments to
plangnclude one paymte
from CMS for Medicare P
A and B, another from CM
for Medicare Part D, and ¢
third from the state for
Medicaid. Payment rates i
developed using projectec
baseline spending, applie(
savings percentages, risk
adjustments, risk mitigatio
techniquesnd withhold
percentaged!

The model allows for dbgte

state variation in payment rul

OCM is a uitipayemodelthat
includes Medicare FFS as wi
as commercial payers.

The payment model incorpo

a twepart payment approach

including:

1 MEOSayment$ractices
may bill Medicare a $160
month MEQS fee to suppq
enhanced care managem
services in addition to usu
Medicare FFS payments.

1 Performance Based Paynm
(PBP)APBP is calculated
retrospectively on a
semiannual basis based o
the practi ceod
quality measures and
reductions in Medicare
expenditures below a targ
price

OCM FFS includes all Medic

A and B services that FFS

beneficiaries receive during t

episode, as well LICS and G

Part D expenditupés.

Multipayer Model For Tracks

and 2:

i Care Management Fee
(CMFRis a nowvisitbased
feepaid to both practices
quarterly, arigl determined
by: the number of
beneficiaries per practice
month, case mix, and CP
track.

1 Performandeased incentiv|
payments (PBIPs) are bag
on patient experience, clir
quality, and utilization;
practices retain all or a
portion of the PBi&sed on
performance.

1 Track 1 practices under
regular Medicare Physicig
Fee Schedule

For Track 2:

 Reduced FFS with
prospective
Pri mary Car ¢
(CPCP) paid prospectively
a quarterly basis; Medicar
FFS claim is submitted
normayl but paid at reduce
rate

Practices that do not meet th

annual performance threshol

for clinical quality/patient

experience or
risko for rep
of the PBIP.

1 PBIP is paid prospectively
the entire subsequezdry
based on t he
performance

PCF is a muftayer model tha
includes a simple payment
structure with:

1 aflat primary care visit fe
(FVF) for all fatteface
primary care visits.

1 a prospective, monthly
professional population
based paymeRREP) that is
paid quarterly for each
beneficiary attribute to the
practice. PBP amounts al
based on t hg
average CMS hierarchical
condition category (HCC)
risk score of attributed
beneficiaries, as stratified
into one of four practice ri
group.

1 a performandmsed
adjustment providing an
upside risk of up to 50
percent of model paymen
as well as a small downsi
risk (10 percent of model
payments) incentive
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Overall Financial Risk

N/A.

Some states include risk
mitigation techniqueshare
risk between plans and the s
including medical loss ratio
(MLR) requirements, requirin
plans to meet a certain ratio |
premium revenues spent on
patient care and quality
improvement, or risk paying i
fine or the excess back to the
state; rispools, wherein the
state withholds a portion of tf
Medicaid capitated payment
puts it in a risk pool to be
distributed among plans bas:
on their share of total costs
above the threshold amount
highcost members; and risk
corridors, where plagteive a
payment from or make a
payment to CMS and the stal
their loss or gains exceed a
certain threshéfd.

Participating OCM practices
participate in oaigled or two
sided risk through the PBPs.
Under tweided risk, practiceg
can earhigher PBPs when
expenditures are less than th
discounted target price and
quality targets are met. If
expenditures are more than
2.75% above the target,
practices must return payme
With onsided risk, participan
earn smaller PBPs, but do n¢
haveto repay PBPs when
expenditures exceed the
targe44

For performanbased incentiv
payments, CPC+ practices a
risk for the amounts that are
prepaid, and CMS recoups
unearned payme#fts.

A performandmsed adjustme
is a quarterly adjustor to theth
performandegased payment al
the flat visit fee (FVF) or tota
primary care payment (TPCH
with the potential downside r
of 10 percent of TPCP reven
and potential upside of 50

percent of TPCP reveptfe.
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Accountable Health
Communities (AHC)

Financial Alignment
Initiative (FAI) for

Oncology Care Model

Comprehensive Primar

Primary Care First (PCEH

MedicareMedicaid (OCM) Care Plus (CPC+) Model
Model
Enrollees
Implications of Cost N/A. N/A. CMS calculates the retrospe({ The PBIP retained is calculal To be eligible for a positive
Benchmarks in Payment PBP by comparing all by compari ng | regional performassesed
expenditures during an episq performance with benchmark adjustment, practices must p
to riskadjusted historical thresholds derived using a | the national benchmark. Pra
benchmarks and subtracting| reference population. CPC+ | performance against their pe
discount maintained by €VIS| practices may set goals by | region group also determine
comparing their performance level of regional performance
with benchmark performance adjustment practice receive.
thresholdsn measures of
Because benchmarks are ba ytilization, cost of care, and
on trended historical data, th qualityPractices may also us
may not reflect the relative | these benchmarks to track tH
expense of newly approved | performance over time
oncology therapies. If practic
meet certain criteria, they mg
receive a potential adjustme
based on the proportion of
expenditures related to new
oncology therapfé®
Use of RisAdjustment for | N/A. In the capitated model, payr Cost measures are-adjusted| All Medicare FFS beneficiari¢ At the beghing of each

Payment

to plans are rigkljusted
according to the unique heall
needs of beneficiaries
participating in the program
using the CMS HCC risk
adjustment model. Ridjusted
payments are applied seplgre
to Medicare Parts A, B, and |
components as well as to the
Medicaid payment compaties

and adjusted for variattMS
sets benchmarkasedn
historical data trended to the
applicablperformance period
discound% for onsided risk,
2.75% for twsided risk, and
2.5% for alternative-sicted
risk)is applied to thenchmark
to determine a target price fo
OCMFFS episodes.

I Cost measures are not
assessed relative to a
comparator population

9 No specifimeasure for
supportive drug care

costs®®°

attributed to a CPC+ practice
assigned to one of four risk t
for Track 1 or one of five risk
tiers for Track 2. Risk score
thresholds are defined
separately for each CPC+
region. Each risk tier
corresponds to a specific
monthly CMF payment. High
risk tiers are associated wi
higher beneficiary risk and hi
CMFs. Beneficiary risk is
generally determined by the
CMSHCCrisk adjustment
model. For Track 2 beneficial
risk tier is also determined by
diagnosis of dementia, as
described in greater detail be

performance year, CMS will
assign participating practices
one of four risk groups using
CMSHCC risk scores of their|
attributed Medicare beneficia
Each risk group is associate
with a PBPM performamaesed
payment.
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Beneficial@ostSharing

N/A.

Cost sharing rules align with
traditional cost sharing for
Medicardledicaid enrolled
beneficiaries. Medicare serve
as the primary payer and
Medicare remaining respons
for additional beneficiary cos
sharing®!

Beneficiary cesttaing does
not change under the OCM.
model exempts beneficiaries|
from additional costs associg
with the additional patient
focused services provided by
OCMB52

For office visit E&Ms, typical
costsharing requirements for
beneficiaries are stifilace.
The model exempts benefici
from being responsible for
coinsurance for rafficevisit
care funded through the+P(

CMS applies beneficiary cos
sharing to all services submi
on the claim under the stand
FFS rules and ratés.

Health Equity and Access
to Care

The AHC model specifically
targets higheedviedicare and
Medicaiteneficiarigs help
connect themaommunity
resourcewith the hopes of
addressing HRSNs, reducing
utilization, and reducing heal
care costs. Mdsidge
organizations developed and
provided comprehensive,
structured training for individ
inscreeningeferral, and
navigatioroles, including raci
inequity and cultural competg
training to provide training on
root causes of health disesvri
This training helped staff bet
assist beneficiaries and
increased understanding of
health disparities in the
communitp4

The increased focus on care
coordination and expanding
coordinated care among-dua
eligibles helps to expand heg
equity ad access to care amc
a vulnerable population.

MEOS payments allow for
enhanced services to improyv
access to patiezgntered care
and help address social and
behavioral health needs,
including food insecurity,
transportation problems, me
health, pehosocial condition
and substance use.

The hybrid payment model (i
combination of a CMF, PBIP
and Medicare FFS payment)
intended to increase benefici
access and improve efficieng
addressing health issues ang
patient experience.

PCF aim® improve patient
access to advanced primary
services and practices will be
incentivized to deliver patien
centered care that reduces d
hospital utilization.
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Coordination of Care

The model helps develop
screening programs and
partnerships to support the
coordination of care between
health care providers, bridge
organizations, and social
resources.

Under the capitated model
demonstrations, participating
Medicardledicaid Plans are
required to offer care
coordination servicesdch
beneficiary, including: acces
an assigned care coordinatol
health risk assessment takini
into account
needs, goals, and preference
persorcentered, individualize|
care plan; an interdisciplinary
care team that works tontam
the care plan; and data syste
tracking of care coordin&tfon,
Measures of beneficiary acc
to and satisfaction with care
coordination were assessed
between 880% from 2015
201956All state models differ
their application of care
coordingon requirements and
methods.

9 Providers can bill a MEOS
feeto support care
coordination

 Enhanced services includ
patient navigation

1 Advanced care planning g
survivorship pkare
reflected in care plan
components

Core functions include
comprehensiveness and
coordination as well as care
management

1 Engages a subpopulation
beneficiaries and caregive
in advanced care planning

1 Practices provide multi
disciplinary services to
patients with complex
medical, behavioral, and
psychosadineeds (Track
257

By linking patient health
outcomes to payments that t
participating practices receiv
the model is intended to
incentivize wicians to provide
coordinated and comprehens
care. The PCF is oriented ar
five comprehensive primary
functions, including
comprehensiveness and
coordinaticfi#Since the mode
was implemented in 2021, a
findings associated with care
coordintgon are still pending
evaluation.
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Quality of Care

AHC hubs are developed wit
the goal oéduinginpatient
and outpatiehealth care use
and total costs &gdressing
unmet HRSNs through

referral and connection to
community servic€MS tracks
the frequency of each HRSN
resolution of needs, and the
number of unique beneficiari
navigated to understand the
impact of the mo#ékal.

FAI measures consumer
experience through beneficie
surveys, ihading the Consum
Assessment of Health Care
Providers and Systems
(CAHPS®) Survey. Measure|
include rating of health plan,
rating of health care quality,
getting needed care, getting
appointments and care quick
doctors who communicate w;
customeresvice, care
coordination composite, care
coordination supplemental, g
getting needed prescription
drugseo

In the Capitation model, CM¢
and states also withhold bety
1-3% of capitation payments
plans can earn back upon
meeting certain quality
thresholds for select HEDIS,
CAHPS, and other styiecific
data measures. Withhold
amounts are repaid to plans
retrospectivel$i

OCM qualityeasuranclude:

1 Proportion of patients with
visits or observation stays
did not resulthospital
admission

9 Proportion of patients who
died and had beasdmitted
to hospice for three days @
more

1 Medical and Radiaiigrain
intensity quantified

1 Medical and Radiatigitan
of care for pain

9 Preventive Care and
Screening: screening for
depressin and folleup plan

9 Patienteported experience
of caréb?

The 2019 CPC+ Measure Se
contains twalectronic clinical
quality measures (eCQMs):
controlling high blood pressu
and hemoglobin

Alc poor control >9%.
A Al'l practic

assessed dhe samguality
measures, set by CNIS

To be eligible for a positive
paymerbased adjustment,
practices must meet a minim
performance threshold on a s
of quality measures, includin
hemoglobin Alc; controlling
blood pressure; colorectal ca
screening; advance care pla
patient experience of care sy
(CAHPS); and days at h#he
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Accountable Health
Communities (AHC)
Model

Financial Alignment
Initiative (FAI) for
MedicareMedicaid
Enrollees

Oncology Care Model
(OCM)

Comprehensive Primar
Care Plus (CPC+)

Primary Care First (PCEH
Model

Issues and Challenges

The AHC Model has shown
promise in effectively identify
highneed and higheost and
utilization beneficiaries, with
eligible beneficiaries acceptif
navigation services at rates
higher than expected. Howe
current evidence does not sh
high ratesf effectiveness of th
https://innovation.cms.gowdd
andreports/2021/oardeval
paymermpactsctual
navigation intervention, with
than ondifth of beneficiaries
resolving HRSNs or connect
with a community service
providetss

Cost savingsitcomes under
the FAI for Medicare and
Medicaid are mixed, with mix
results for Medicare cost sayv
and limitations due to a lack |
complete Medicaid data (as ¢
2019) to conduct complete
evaluation savings repfts.

Increasing costs of cancer
tredament broadly have hinde
the possible reductions in tot
episode payments (TEP)
achievable through the OCM
While OCM has led to a relat
reduction in TEP, the model
overall has generated net los
for Medicare, for both highlker
and lowerisk @isodes, with
greater losses for lovisk
episode&’

Specialists and hospitals
operating in a largely FFS
payment system are incentiv|
to deliver higlolume, higtost
care. Other contextual factor
like SDOH and patient
preferences could limit the
degree that patients engage
improved primary care and
therefore alter their behavior
outcome¥8

The PCF was implemented i
January 2021 for the first coh
and January 2022 for the seq
cohort. Since the model was
implemented in 2021, any
findngs associated with issug
or challenges are still pendin
evaluation.
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AppendixD.3. Side by Side Comparison of Selected Medicaid Section 1115 Waiver Programs

Model Type

Description Examples

Medicaid accountable | A network of providers who are jointly responsible for administering the@ngjeof care for a specified patient Massachusetts ACO

care organizations
(ACO)

Medicaid Episode
of Care (EOC) or
Bundled Payments

Patient Centered
Medical Homes
(PCMH)

Medicaid Medical
Homes

population. Theyare held responsible for the quality of care provided as well as cost.

Provide a lumpsum payment for all health care services delivered to a patient for a particular ilpresgdure, or Arkansas Payment
condition (episode). In theory, EOCs can improve predictability, reduce cost variation, and provide financial incent Improvement Initiative
improve care coordination among providers and across health care setfdggeland et at., 2017) (APII)

PCMHorganizeorganizing primary care so that patients obtain care that is coordinated by a primary care physicia Michigan SIM PCMH
provided by a multdisciplinary team of affiliated health professiondtdlowingevidencebased practice guidelines. initiative

(Keckley et al., 2012y some states it is requirethat providers participating in PCMH programs be certifieé by

verifying organization such #se National Committee for Quality Assuran®CQA)

The Health Home modeldds to thePCMHmodel butenhances it with integratinghysical and behavioral health Michigan SIM PCMH
services. It also includsocial and community supports. The model is aimed at certaingghpgulations (e.g., initiative

patients with multiple chronic conditions and/or severe and persistent mental illn8sdgs can restrict Health Home

benefits tocertain regionsand can change thigypesof benefits offered to different types of Medicaid beneficiaries

without needing a waiver. There are thrdeminantHealth Home organizational structurg&valuation of the Medicaid

Health Home Option for Beneficiaries with Chronic Cond;jtiyis)

1 Medical homelike programs that are variations or extensions of the PCMH model

1 Specialtyproviderbased programs (e.g., mental health providers)

1 Care management networks
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Model Overview

Payment Mechanism

Provider Incentives &
Participation

Quality Outcomes & Reporting

Oregon

Oregon (OR) established Coordinated
Care Organizations (CC@®mmunity
based Managed Care Organizations tH
operate similarly to ACOs).

CCOs argeographically defined and ar|
characterized by having formal
partnerships with local county public
health departments and community
representatives.

Oregon credits its CCOs for reducing
overall Medicaid spending growth
below the 3.4 percent per year targe
established as a condition of its 1115
Medicaid demonstration waiver (Phelp
etal., nd.).

CCOs include health plans, providers,
county public health, and community
based organizations

CCOs dispense a single
global budget covering
physical, mental, andental
healthcare for lowincome
Oregonbeneficiaries. CCOs
have freedom within the
global budget to carry out
reforms that might improve
cost and quality of care
(Broffman et al., 2016).

1 A percentage of the
global budget is
withheld by the Oregon
HealthAuthority and
linked to 17 quality
incentive metrics.

1 CCOs are allowed to
decide how best to
engage patients,
manage care, improve
outcomes, and reduce
costs in their
communities (Broffman
et al., 2016). The globa
budget model sets
CCOs apart from most
other ACOs, which use|
upside risk contracts
(Song et al., 2014).

OR CCO Incentive measures are
selected by the Metrics & Scoring
Committee each year. CCOs can earn
quality pool dollars basedn
performance on these metrics. 2022
incentive measures include some
mental and behavioral health
screenings as well as child and
adolescent health measure®(egon

| SIfGK ! dzi K2 NRG @
2F 1 SFHEGK 'yl feaia
n.d.).

One study (Oakley et al., 2017) found
GKFdG F2tt26Ay3 hN
implementation of an innovative
Medicaid coordinated care model, thaf
women on Medicaid experienced a
significant increase in receiving timely
prenatal care. Another study found
that, after the @O model was
implemented, researchers observed
significant increases in early prenatal
care initiation and a reduction in
disparities across insurance types but
no difference in care adequacy (Muotq
et al., 2016).

A 2017 study found that the change to
CCQ@ was associated with a 7 percent
relative reduction in expenditures
across the sum of services, attributabl
primarily to reductions in inpatient
utilization (McConnell et al., 2017).
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Model Overview

Payment Mechanism

Provider Incentives &
Participation

Quality Outcomes & Reporting

Minnesota

Minnesota (MN) developed an
accountable care organizationG®)
model, called the Integrated Health
Partnerships (IHPs).

IHP requires its Managed Care
Organizations (MCOs), to participate ir
the shared savings/risk payment mode
with IHPs participating in the program
(Leddy et al., 2016). Minnesota
designates elitle Medicaid enrollees
to IHPs with a retrospective attribution
methodology using patient claims
(Blewett et al., 2017).

IHPs agree to deliver the full scope of
primary care services, coordinate acce
to specialty providers and hospitals, ar
develop ties with community
organizations and social service
agencies to integrate into care delivery
(Blewett et al., 2017).

MN uses another ACO model, the
Integrated Care System Partnerships
(ICSPs) to improve access, coordinatic
and outcomes for dualigible
beneficiaries by forming partnerships
across MCOs, primary, acute, letggm
care, and mental health providers.
Medicaid MCOs submit ICSP proposal
including specified quality measures, t
the state for approval.

ICSP providers serve seniors @ewple
with disabilities for people enrolled in
MSHO, Minnesota Senior Care Plus
(MSC+) and Special Needs Basic Carg

(SNBC).

MN IHPs use a shared

savings/risk payment
methodology resembling
the Medicare Shared
Savings Program (Leddy et
al., 2016).

IHP intudes 2 tracks

(Linville, n.d.).

(o]

Track 1. nosrisk
bearing contract for
smaller organizations
Track 2: providers
enter a risk
arrangement with the
Department of Human
Services (DHS), so thg
are held accountable
for costs and the
quality of care given.
Providers showing an
overall savings across
their population, while
maintaining or
improving the quality
of care, receive a
portion of the savings.
Providers who cost
more over time must
sometimes pay back ¢
portion of the losses.

1

IHP is voluntary
programfor provider
based systems of care
that uses a shared
savings/shared risk
financing model.

IHP works alongside
but separate from the
aSRAOFAR LI
capitated payment
arrangement with
MCOs in the state.
Providers can receive ¢
populationtbased
paymentfor care
coordination and are
required to design an
intervention to address
specific health care
disparities observed in
GKS LItQa |

1 Provider performance in IHP is
assessed on meeting negotiated
total cost of care (TCOC) targets
and quality meastement
benchmarks (Blewett et al., 2017

1 Medicaid MCOs submit (ICSP)
proposals, including specified
quality measures, to the state for
approval (Leddy et al., 2016),
including ambulatory care sensiti
conditions, and preventablie-
admissions (Kvendru, S., n.d.).

)

V
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AppendixE.Comparison of PTAC Proposals

The following tables provide specific details on model characteristics (i.e., clinical focus, providers, setting, anga@@nerdlmechanisms); proposal
objectives relatedo total cost of care, characteristics of the payment methodology related to total cost of care (i.e., benchmarkingusishext);
performance measures specific to total cost of care; and a summary of PTAC comments related to total cost of caenfeelbeted proposals that were
reviewed by PTAC. Proposals are organized into two separate tables: proposals focused on advanced primary care or laiibralagmad focus not specific
to a particular health care condition or episode, and episbdeed proposal$*'Each table is listed alphabetically by submitter.

Overview of Methodology Used to Review the Proposals

¢CKS F2ff26Ay3 AYF2NNIGAZ2Y 61 &4 NBOASHESR F2NJ SI OK & dzo Y naniRewdEean (RRA)LI2 & | f X
WSLI2NIS FYR NBLERNI (G2 GKS {SONBGIFNE O6we{0d® ¢KAA AYyT2srdfcae2y o a dzaSR

AppendixE1. Proposals Focused on Advanced Primary Care or Popul&pectific Focus (4 Proposals)

Charactsstic AAFP AAHPM GTAC UChicago
(Appendix E.1)
Submitter American Academy of Family | American Academy of Coalition to Transform University of Chicago Medicine
(Abbreviation)and | Physicians (AAFP) Hospice and Palliative Advanced Care (CAC) (UChicago)
Submitter Type Medicine (AAHPM)
(Provider association and (Coalition) (Academic Institution)
specialty society) (Provider association and
specialty society)
Proposal Focus Advanced Primary Care PopulationBased PopulationBased PopulatiornBased

»iThe definitions of advanced primary care, populatgpecific proposals, ahepisodebased proposals draw from the Center for Medicare and Medicaid Innovation (CMMI)
and MedPAC. The advanced primary care proposal would potentially enroll beneficiaries on the basis of attribution tatpagtamijnary care practices and focusesthe
delivery of comprehensive primary care servicgdvanced primary care practiceslso called "medical homes'utilize a teambased approach, while emphasizing prevention,
health information technology, care coordination, and shared decision makimyn@ patients and their provider§he populatiorspecific proposals in this table focus on a
subset of Medicare beneficiaries (advanced/serious illness and frail, medically complex beneficiaries), but the scogerithlaroa particular health care cdition or episode.
Under episodespecific proposaldyealth care providers are held accountable for the cost and quality of care beneficiaries receive during an episod&bifatavsually begins
with a triggering health care event (such as a hosp#tibn or chemotherapy administration) and extends for a limited period of time thereafter.
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Charactdstic
(Appendix E.1)

AAFP

AAHPM

GTAC

UChicago

Proposal Name

Advanced Primary Care: A
Foundational Alternative
Payment Model (ARBPM) for

Patient and Caregiver
Support for Serious lliness

Advanced Care Model (ACM)
Service Delivery and Advanced

Comprehensive Care Physician
Payment Mode(CCHPM)

(PACSSI)

Delivering PatierHCentered,
Longitudinal, and Coordinated
Care

Alternative Payment Model

PTAC
Recommendation
and Date

2/28/2018: Recommendedor
limited-scale testing

5/7/2018: Recommened for
limited-scale testing

5/7/2018: Recommended for
limited-scaletesting

10/20/2018:Recommendd for
limited-scale testing

Clinical Focus,
Providers, and
Setting

Clinical Focusrimary Care

Providers:Primary care providerg
(PCPs)

Setting:Primary care practices

Clinical FocusSerious illness
and palliative care

Providers:Palliative care
teams(PCTs)

Setting:Inpatient;
outpatient; other palliative
care settings

Clinical FocusSerious illness and
palliative care

Providers:ACM care team
(registered nurse, licensed socig
worker, provider with boare
certified care expertisepther
ancillary collaborator
organizations

Setting: All sites of care during
treatment for advanced illness,

including the home

Clinical Focudtrequently
hospitalized patients

Providers:Inpatient and outpatient
providers

Setting: Transitions between
inpatient and outpatient care,
including home care and
rehabilitation
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https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AAFP.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalAAHPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalAAHPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ACM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalUniversityofChicagoMedicine.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/ProposalUniversityofChicagoMedicine.pdf

Charactéstic
(Appendix E.1)

AAFP

AAHPM

GTAC

UChicago

Overall Payment
Mechanism

w Perbeneficiary petmonth
(PBPM global paymentl(evel
1: Ambulatory, officebased,
faceto-face evaluation and
managemen{E&M] services
Level 2: All E&M services
regardless of site of service)

w PBPMpopulationbased
payment(covers noHaceto-
face services such as increase
staffing)

w Quarterly perfornancebased
incentive payments

9 Feefor-service EF$limited to
services not covered by the
global paymentprimarily non
E&M)

PBPM payment with
opportunity for shared
risk/savings

Capitated PBPM payment with
downside risk fofCOG@nd
upside bonus for quality
performance, subject to
maximum payment and loss
amounts

SupplementaPBPMoaymentwith
shared risk

Objectives related
to TCOC

Increase percentage of total
spending allocated to primary
care with goal of decreasing
specialtyand hospital services
spending. By shifting the balanc
of spending, the model seeks tg
reduce TCOC.

9 Reduce per capita end of

life care costs by providing
coordinated palliative care
and support services (to
patients who are not
eligible for or have absen
not to receive hospice
services)

9 Ensure that PCTs do not

provide services for longer
than necessary and that
they do not receive
payments for a higher leve

of services than necessary|

Reduce TCOC for enrollees in
their last 12 months of life using
PC® and PBPMs

Reduce overall spending on high
cost patients (highiisk Medicare
beneficiaries) by improving
inpatient-outpatient care
coordination through payment of a
care continuity fee
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Charactdstic AAFP AAHPM GTAC UChicago
(Appendix E.1)
Payment Elements | Prospective, riskadjusted 1 Tier 1: Upfront base PBPM 1 Wageadjustedper-member PBPM care continuity fee (for
Specific to TCOC populaton-based global paymentswith per-month PMPM payments | physicians who meaeenchmarks
payment for primary care performancebased for the last 12 months of life | for providing their patients with
1 Practice prospectively awarde( incentives/penalties 9 Quality bonus payments or both inpatient and outpatient care)
incentive payments that may | I Tier 2: Upfront base PBPM sharedlosses based on the
have to be repaid based on payments with TCOQor the last 12months of
performance performancebased shared| life with a 4 percent minimum
savings/lossebnked to shared savings/loss rate.
TCOC Upside quality bonus
payments would be
operational inYears 12;
shared loss would begin in
Year 3.
Use of Risk PBPM paymerstrisk-adjusted 1 Basemonthly payment Applies episoddased The model does not use risk
Adjustment for based on patient complexity, amounts adjusted based | regression mdeling to adjustment; the proposal notes
Payment demographics, and social on geography and primary| determinerisk-adjusied that this is in part due to the fact

determinants of health (SDOH).
The proposed model propes
assessing patient complexity
using theMinnesota Complexity
Assessment Methgdhough it
indicates an openness to

considering alternatives.

site of care (domiciliary
versus facilitybased)

9 Patients categorized into
one of two complexity
tiers, which is tied to their
corresponding monthly

payment

spending targets

that the model exclusively targets
high-risk patients (patients must
have been hospitalized at least
once in the year prior to
enrollment).
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https://www.familycarenetwork.com/sites/default/files/MCAM%20Tool-ver%202.pdf
https://www.familycarenetwork.com/sites/default/files/MCAM%20Tool-ver%202.pdf

Charactdstic AAFP AAHPM GTAC UChicago
(Appendix E.1)
Participating The model does not incorporate Two tracks: ACM entities continue to be Participating physicians receive a

Provider Financial
Risk

provider financial risk. However|
the model inclu@s performance
risk. Alternative Payment Model
(ARM) entities that meetquality
and costbenchmarks would
retain theirincentivepayments
and maintain their standing in
the APM. Failure to meet agree!
uponbenchmarks would involve
an APM entity repaying labr

part of their incentive payments
and potentially exiting the APM
and returning tatraditional FFS.

1. PCTs subiject to positive

and negative payment
incentivesof up to 4% of
total PACSSI care
management fees
received for a year,
based on qudty and
spending performance.
Base PBPMs set to $40(

. PCTs subject to shared

savings and shared losst
based on a combination
of quality and TCOC
performance. Base
PBPMs set to $650.

F OO02dzyiil 0t S T2
last 12 montls of life cost if the
ACM beneficiary is served byeth
ACM entity at any point during
the ACM beneficiary's

last 12 months of life. For
example, if a beneficiary is
enrolled and disenrolls in the
third month to enroll in hospice
and then dies nine monthater,
all costs foithe last 12 months
of life will be included in the
Y2RSf Qa SLMAAaz2R
though thepatient disenrolled
after the third month. Similarly,
if an enrollee dies after being
enrolled in the ACM model afte
only one month, the ACMntity
is accountable for theosts of
the month of enrollment and

the precedingl1l months.

payment of $40 per new and
renewedenrolled patient per
month and $10 per continued
enrolled patient per month payable
at the endof each year if they mee
care continuity benchmarks,
determined by the provision of
inpatient and outpatient care. If
not, participating physicians are
subject to a penalty of $10 per
enrolled patient due at the end of
the month.
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Charactéstic
(Appendix E.1)

AAFP

AAHPM

GTAC

UChicago

Methodology of
Cost Benchmarks ir|
Payment

1 Primary care global payment:
at least 12 percent of total
spending (not based on
historical FFS amourntghis
model views these historical
amounts as undervalued)

1 Populationbased payment:
capitated, monthly PBPM
payments witlout risk similar
to Comprehensive Primary Ca
Plus (CPC+) methodology (CH
Track 1 = $15 PMPM; CPC+
Track 2 = $28 PBPM)

1 Incentive paymentsstructured
similar to theCPC+, except tha
the APCAPM wouldusethe
core measure sets of the Core
Quality Measue Collaborative
rather than theelectronic
clinical quality and utilization
measures used in CP@PC+
Track 1 = $1.25 PBPM
quality/utilization; CPC+ Track

= $2 PBPM quality/utilization)

PBPMamounts based on
evaluation of cost delivery
for palliativecare services
under a separate butelated
projectfunded by aCMMI
Health Cardnnovation
Award, the Four Seasons
Compassion for Life project,
as well as input from several
AAHPM APM Taglorce
members who provided
feedback on cosbf-service
delivery attheir institutions.

Usesregression analyses of prig
advanced illness care episodes
to determine riskadjusted
spending targets based on a se
of variables that affect spending
during the last year dife.

The care continuity fee and penalt
were derived from an analysis of
the degree of continuity attained b
the University of Chicago CEM
program; care continuity fees were
determined to be large enough to
be meaningful but not more than
needed to motivate change.
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Charactéstic
(Appendix E.1)

AAFP

AAHPM

GTAC

UChicago

Performance
Measures Related
to TAC

9 The APM Entity would select s
performance measures,
including at least one outcome
measure, from the Accountabl
Care OrganizatioACO)
PatientCentered Medical
Home(PCMH)and Primary
Care Measure Set developed |
the Core Quality Measure
Collaboative

9 Hospital utilization per 1,000
attributed beneficiaries

9 Emergency departmen&Q
utilization per 1,000 attributed
beneficiaries

1 Patientreported outcomes
for experience of care

9 Completion of care
processes (e.g., screening
for pain,dyspnea, nausea,
and constipation within 15
days of program
enrollment)

9 Utilization of health care
services: prcentage of
patients who died who
received hospice care,
percentage of patients whq
died and were enrolled in
hospice more than 7 days
before death percentage
of patients who died and
did not have any days in al
intensive care unifiCy
during the 30 days before
death

1 Measures for determining
bonus payments: @ess and
timeliness of care; getting hely
for pain, trouble breathing and
anxiety/sadness; medication
reconciliation post hospital
discharge; utilization of ICU
and hospice care;
communication; ACM provide
FaGaSadriarzy af
care plan is consient with
their preferences; care
coordination; and, overall
satisfaction with care. Five
additional measures are
proposed for use beginning in
Year 3 after testing in Years 1
and 2.

9 Additional quality measures
for monitoring programall-
cause unplanneddmissions,
ambulatory sensitive
conditions, hospice
enrollment, and proportion of
ACM enrollees with more than

12 months of enroliment

9 Physicians would continue to be
responsible for both the financial
and quality measures associated
with their umbrellapayment
model (e.g., Medicare Shared
Savings Program [MSSP], Merit
based Incentive Payment Systen|
[MIPS]), though these outcomes
would not affect care continuity
payments

1 Patient and provider satisfaction

1 Selfrated patient mental health

1 Rates of rehospiteation

9 TCOC (Medicare) reduction

9{SS &t NIAOALI G
CAYlIYyOAlft whAaatié
details regarding care continuity
incentive payment
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Charactéstic
(Appendix E.1)

AAFP

AAHPM

GTAC

UChicago

Summary of PTAC
Comments and
Recommendations
related to TCOC

1 PTAC noted thaitavoid
previouschallenges
experienced by primary care
capitation payment systems,
this proposedmodel includes
performance measures and ris
adjustment to address these
concerns.

1 PTAC expressed concehat
several elements of the model
are overly complex and
burdensome specifically the
multi-step attribution
methodology, use of two
PBPMs, anéhclusion of two
levels of payments for&v
services.

9 PTAC indicated that the
proposed modelacks a
mechanism for assuring
proportionate savings take
place.

1 PTAC noted that thenodel
provides for mult
disciplinarycare teams and
PBPM care management
payments to allow patients
to receive wholistic care.

9 PTAC indicated that the
model couldincentivize
high quality care and
decrease TCOC; however,
PTAC had concerns
regarding the etent to
which financial incentives
for cost savings should be
used in palliative care
models. PTAC also had
concernssurrounding
quality measurement and
monitoring.

9 PTAC highlighted the
challenges associated with
establishing risk
adjustment categories ah
PBPM amounts

1 PTAQadconcerns about the
inclusion ofhospicesn the
model UsingTCOQ@neasures
for a patient population with
a highriskof dying could
create perverse incentives
and unintended
consequences

9 PTAC had concerns about th
aspect of the model that
would hold APM Entities
accountable for thefCOGQGor
enrollees in their last 12
months of life, even when the
enrollees are not erolled for
the entirety of this period

9 PTAC commented on the
monthly care management
payments notingthat they
could be used to pay for
services not otherwise
reimbursable, which would
increase flexibility in care
delivery.

9 Some PTAC members thought
that testing a PMPM payment to
incentivize care coordination for
hightrisk patients would provide
important information on how to
improve care for this population,
especially if payment could be
tied to outcomes such as quality
or cost. OthePTAGnembers
quegioned whether a nonthly
payment modebf an addon to
FFS payment was needed to
incentivize comprehensive
physician care. These members
felt that modifications to billing
codes including possibly higher
payment amounts for existing
codes could incentivie
physicians to provide
comprehensive care to higlisk
patients in bothinpatient and
outpatient settings.

1 The RTS noted that a separate
evaluation witha randomized
designthat found that the model
was successful in better meeting
the needs of the highisk
population with serious illness
However, the analysis did not fin
statistically significant reductions
in costs or hospitalizations.
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AppendixE2. EpisodeBased Proposals (6 Proposals)

Submitter Type

Surgeons (ACS)

(Provider association
and specialty society]

Clinical Oncology
(ASCO)

(Provider

Heath)

(Regional/ local
multispecialty practice

Practice Association
(LUGPA)

(Provider association

Departnent of Health
and Mental Hygiene (NY(
DoHMH)

Characteristic ACS ASCO Avera Health LUGPA NYC DoHMH ICG/SonarMD
(Appendix E.2)
Submitter and American College of | American Society of| AveraHealth (Avera Large Urology Group| New York City lllinois

Gastroenterology
Group and SonarMD,
LLC (IGG/SonarMD)

Advanced APM

Oncology Payment

Managementin Skilled

Payment Model for

association and or health system) and specialty society| (Public hedah (Regional/local single
specialty society) department) specialty practice;
Device/technology
company)
Proposal Focus Episodebased Episodebased Episodebased Episodebased Episodebased Episodebased
Proposal Name The AC8randeis PatientCentered Intensive Care LUGPA Advanced Multi-provider, bundled | Project Sonar

episodeof-care payment

Model (PCOP)

Nursing Facility
Alternative Payment

Initial Therapy of
Newly Diagnosed

Model (ICM SNFE APM)

Patients with Organ

model for treatment of
chronic hepatitis C virus
(HCV) using care

Confined Postate

coordination by

Cancer

employed physicians in
hospital outpatient clinics

PTAC
Recommendation
and Date

5/31/2017:
Recommended for
limited-scale testing

11/19/2020:
Referred for other
attention bythe
Department of
Health and Human
ServicesHiHS

5/7/2018:
Reommended for
implementation

2/28/2018: Not
recommended

2/28/2018: Not
recommended

5/31/2017:
Recommended for
limited-scale testing
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https://aspe.hhs.gov/sites/default/files/private/pdf/253406/TheACSBrandeisAdvancedAPM-ACS.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/TheACSBrandeisAdvancedAPM-ACS.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/261881/ProposalASCO.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/AveraHealth.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/LUGPAAPM.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/255906/HCVmultiproviderbundledpayment.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/253406/ProjectSonarSonarMD.pdf

Characteristic ACS ASCO Avera Health LUGPA NYC DoHMH ICG/SonarMD
(Appendix E.2)

Clinical Focus, Clinical FocusCross | Clinical Focus: Clinical FocusPrimary | Clinical Focus: Clinical FocudHepatitis C | Clinical FocusChronic
Providers, and clinical focus Oncology care (geriatricians) in | Urologybncology virus disease (Crohn's
Setting skilled nursing facilities | (prostate cancer Disease)
Providers: Providers:Practices | (SNFs treatment) Providers:PCP4trained
Single/multispecialty | / physicians by hepatologists / Providers:
practices; groups of | providing Providers:Geriatrician | Providers:Urologists | gastroenterologists); Gastroenterology
small provider hematology / Care Teams and other specialiss; nurse practices; community
practices oncology services; coordination practitioners; physician | based physicians and
partners Setting:SNFs and physicians assistants; and nen speciaists
Setting:Inpatient, nursing facilitiesNF3 clinician staff
outpatient, Setting:Oncology Setting: Urology Setting:Patient home
ambulatory practices practices Setting:Primary
care/hospitatbased
outpatient clinics
Overall Payment | Episodebased model| § Track 1 practices | Onetime payment for | Monthly care Bundled episodéased 1 PBPM payment with
Mechanism with continued FFS receive FFS new admission and a management fee | payment replacing FFS, two-sided risk
and shared payments PBPM payment with (PBPM payment) | with shared risk/savings | 1 Additional monthly
risk/savings 1 Track 2 practices | two separate shared | { Performancebased payment to support
have option to risk options payment for ongoing monitoring
bundle a portion | (PerformanceBased enhancing
(either 50% or Paymentandthe utilization ofactive

100%) of what Shared Savings Model]  surveillancgAS)
would otherwise
be reimbursed via
FFS payments

9 Both tracks receive
addon care
management
payments worth 2
3% of TCOC

9 Both tracks receive
add-on
performance
payments worth 2
3% of TCOC
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Characteristic
(Appendix E.2)

ACS

ASCO

Avera Health

LUGPA

NYC DoHMH

ICG/SonarMD

Episode definition

Identifies more than
100 procedures and
conditions (APM
specific)

Per treatment
(including single
procedure
treatments, multi
procedure
treatments such as
chemotherapy, and
up to 12 months of
posttreatment
carer e.g., palliative
care)

Comprehensive for all
services delivered
(patients experience
the model as a
wraparound service for
their nursing facility
and primary care)

9 Initial 22month
episodes of care,
beginning with
prostate biopsy
and a diagnosis of
prostate cancer, for
both beneficiaries
receiving AS and
those receiving
active interventio
(AI)

9 Subsequent 12
month episodes of
care for
beneficiaries who
remain on AS at the
end of an initial 12
month AS episode

Episode includes three

phases:

1. Pretreatment
assessment involving
care coordination

2. Treatment period

3. Report of SVR12
(blood test used to
evaluate if patient is
G OdzNBRE 0

(Average episode of care
is 10 months)

Begins with diagnosis
or entrance into
program

Objectives related
to TCOC

Reduce TCOC for a
specific episode

Reduce TCOC hy
decreasing costs
associated with
drugs, monitoring
activities, and
emergency/acute
/post-acute care

Reduce TCOC through
the prevention of
avoidable escalation of
iliness for residents
living in skilled nursig
homes

DeferAland avoid
overutilization of
services while
reducing morbidity
and costs

Lower costs by reducing
expenses from
preventable
hospitalizations, ED visitg
and complications
associated with hepatitis
C infection

Incentivize proactive
(as opp@ed to
reactive) care in order
to improve patient
quality of life and
decrease total costs
(through reductions in
avoidable
complications, ED
visits, and inpatient
admissions)
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Characteristic
(Appendix E.2)

ACS

ASCO

Avera Health

LUGPA

NYC DoHMH

ICG/SonarMD

Payment Elements
Specific to TCOC

Incentive payments
maderetrospectively
based on difference
between observed
and expected
episode spending

1 Prospective care
management
payments

1 Bundled payments
(50%- 100% of
the value of
specified services)

t NRaLISOGA T
tlreySyidaé- ¢

time payment for new
admissims and $55
PBPM payment) that
are dependent on
quality and financial
performance

1 Prospective care
management
payment

1 Retrospective
performance
payment based on
the difference
between the target
amount and actual
episode spending
amount

Prospective bundled
payment

1 Prospective PMPM
payment model with
retrospective
reconciliation

1 Additional monthly
payment for non
WT oFS 0SS Q
services by clinical
staff, overseen by
the physician

Use of Risk
Adjustment for
Payment

Risk adjustment is
determined using the
Society of Thoracic
Surgeons{T$
National Database
and the STS Risk
Calculator, which is
then used to inform
performance
feedback.

Riskadjusted based

on:

9 Cancer type

1 Presence of a
secondary
malignancy

1 Clinical tral
participation

9 Stage of care

9 Age and sex

1 Non-cancer
comorbidities

1 Castratesensitive
versus resistant
prostate cancer

9 Low versus high
risk bladder
cancer

9 Other metrics
(e.g., genomic
markers)

1 Adjustments for
missing cost data
(e.g.,prescription

drug data)

9 PerformanceBased
Payment option does
not require payments

to be riskadjusted

9 Shared Savings

option useghe
Centers for Medicare

3 aSRAOI AR

(CMS prospective

hierarchical condition

category HCQrisk
score to adjust the
aidrk NBSI

0d

Benchmarks
established using
HCC scores and
geographic/
experiencebased
(e.g., academic
hospital versus
physician office) risk
adjustments

Riskadjustments

calculations account for

hospital and patient

level effects (calculated

using a hierarchical

model), including patient

age and disease stage

Patients are initially
assessed using the ris
assessment tool
embedded in the
American
Gastrological

1 3az20AF 042
Disease Clinical
Decision Toglwhich
includes 26
biopsychosoail risk
metrics. Regression
analyses of each risk
measure against the
/| NBEKyQa wS
of Care is used to
identify which
measures hold
predictive value.
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Characteristic ACS ASCO Avera Health LUGPA NYC DoHMH ICG/SonarMD
(Appendix E.2)
Participating The difference 1 Track 1Only at The model offers two | Performance 1 Providers may be able | Monthly payments

Provider Financial
Risk

between the
observed and
expected coswill
represent the net
saving/loss

for that episode, with
adjustments made
based on quality
performance. The
model includes stop
loss provisions and
other outlier
protections similar to
those currently used
in CMS models. Risk
and stoploss
provisions varypased
on size, resources,
and capitalization of
APM entity.

risk of losing
performance
incentive payment
1 Track 2Practices
may lose up to
10% of bundled
amounts or earn
up to a 4%
increase based on
performance.
Practices also at
riskof losing
performance
incentive payment

payment options, each
with different levels of
risk/savings:

1 PerformanceBased

Payment: participants

evaluated annually
if they fail to meet
performance criteria,

GKS FT2ftf24

regular paynents are
reduced
9 Shared Savings:

a¢l NBSG od
is compared to
al Oldzr £ SH

with the difference
resulting in either
savings or losses

payments tied to
target spending
benchmarks in order
to retrospectively
reconcile TCOC
againsta risk
adjusted target
amount

to retain savings from
bundle payment
through efficient
delivery of services;
providers may also be
required to absorb
extra costs.

1 Providers can also
acquire additional
savings from achieving
sustained virological
response $VRto offset
program setup costs
and enhance physician
compensation
structures.

adjusted based on
performanca
adjustments range
from a maximum loss
of 5% up to a
maximum saving of
10%
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Characteristic ACS ASCO Avera Health LUGPA NYC DoHMH ICG/SonarMD
(Appendix E.2)

Methodology of Cost benchmarksra | Benchmarks based | Site-specific 1 Sitespecific I FF OAf A& Q{Toincentive value
Cost Benchmarks | established using on previous FFS comparison to three comparison for be calculated, risk based care, providers
in Payment historical data: amounts years preprogram model years 13 adjusted and compared are prospectively
1 Applies the CMS implementation calculated using to a representative compensated $600
Episode Grouper initial 12month benchmark of all per year compared to
for Medicare episodes; later payment model the $490 per year
within a single or model year participants amount that a
multi-payer benchmarks o physician would
environment to calculated using receive for billing the
evaluate Medicare episodes from usual chronic oz
Parts A and B proceeding years. management code.
claims data to 9 Practicespecific
capture costs experience blended
associated with with regional
team-based care historical
for a given experience to
episode/time establish
period, which is benchmark for
then used to practices that lack
calculate cost historical volume
targets

9 The model also
proposes taking
the target price for
the first year that
is based on the
risk-adjusted
expected cost with
discounts set by
observed quality
tiers, and then
trend that forward
into one or more
future years
prospectively
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Characteristic ACS ASCO Avera Health LUGPA NYC DoHMH ICG/SonarMD
(Appendix E.2)

Performance Total savings = 1 Unplanned 1 The model includes | f Proportion of 1 Riskadjusted facility TCOC, which includes
Measures Related | [number of episodes| hospital 11 scored metrics for| performance year based SVR score costs related to

to TCOC

X (expected cogt,
actual cost)]

admissions per
treatment month
1 Emergency and
observation care
visits per
treatment month
1 Supportive and
maintenance care
drug costs per
treatment month

determining
losses/savings (such
as the percent of
short-stay residents
who had an
outpatient ED visit
and an SNF 3@ay

all-cause readmission

measure.

1 The model monitrs
13 additional quality
metrics (e.g., percent
residents who made
improvement in
functioning)

beneficiaries
receiving Al shortly
after an initial
episode versus the
analogous
proportion from
the historical
period and at otler
LUGPA APM
entities

9 Efficiency and cost
reduction:
Avoidance of
overuse of bone
scan for staging lov
risk prostate cance

9 Communication
and care
coordination:
Biopsy followup

9 Patientreported
outcomes:Prostate
cancer shared
decisionmaking
process

1 Costof care:All
Medicare Part A
and B payments in

initial episodes

9 Matched cohort study
analyzing the impact of
care coordination on
TCOQGor Medicare and
Medicaid FFS
beneficiaries

outpatient visits,
inpatient visits, B
visits, and
infusion/injection
biological costs
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